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Abstract
This is a portfolio of academic, therapeutic practice and research work. It contains three 
dossiers. Firstly, the academic dossier contains three selected essays that were written 
throughout my training. The first essay explores how the concept of defence mechanisms 
has developed throughout the years, looking at both its adaptive and maladaptive 
manifestations. The second essay discusses the application of a fairly new therapeutic 
approach, namely Acceptance and Commitment Therapy (ACT). The third essay is 
concerned with the diagnosis of Trichotillomania and the evidence-based options for 
therapy. Secondly, the therapeutic practice dossier is related to the clinical experience I 
gained during my training. It contains brief descriptions of all the clinical placements I 
undertook. In addition, it includes my ‘Final Clinical Paper’ which offers an overview of 
my personal and professional development as a counselling psychologist until now. 
Finally, the research dossier contains a literature review and two research reports 
conducted during my training. The literature review explores the potential utility o f drama 
techniques in advancing the therapeutic process, by reviewing three therapeutic 
modalities that use the language of drama, namely psychodrama, dramatherapy, and the 
gestalt two-chair technique. The first research report is a qualitative study which explores 
how clients experience the use of drama techniques in their therapy. The second research 
report uses a qualitative approach to investigate therapists’ experiences of using drama 
techniques in their work with clients. All client and research participant names have been 
altered and replaced by pseudonyms in order to preserve their anonymity. All details 
relating to clients, research participants, and clinical placements, have been excluded or 
kept to a minimum, so as to ensure that confidentiality is maintained.
Introduction to the portfolio
This portfolio includes a selection of academic, therapeutic practice and research papers 
that were written throughout my training and were submitted for the completion of the 
Doctorate in Psychotherapeutic and Counselling Psychology at the University of Surrey. 
It is comprised of three sections - academic, research and therapeutic practice - which aim 
to present my experiences, skills and competencies in all these three areas. Through the 
selection of these papers I hope to provide the reader with an idea of how I have 
developed as a counselling psychologist until now. In doing so, it seems appropriate to 
start by describing the reasons and experiences that led me to counselling psychology in 
the first place.
Background
Upon reflecting on what has attracted me to counselling psychology I found myself going 
back to my childhood years in Greece. Coming from a family whose members are very 
close to one another, but at the same time appear to have very different personalities, I 
found myself wondering about individual differences and what brings people together. I 
then remember myself feeling fascinated by the psychodynamic ideas that were presented 
to me during my high school years. The mysteries of the unconscious mind seemed 
alluring and exciting, offering me an opportunity to understand processes and behaviours 
- mine and other people’s - that seemed inexplicable at first sight. However, there were 
still many questions remaining to be answered. My curiosity to understand the human 
nature and relationships, led me to an undergraduate psychology course.
During this course I was introduced to several diverse psychological theories and my 
excitement and interest in psychology grew even stronger. From very early on I decided 
that therapeutic practice was the field of psychology that attracted me the most. This 
decision was later on reinforced by my placement experiences as an assistant psychologist 
in a Special Therapeutic Unit for Children with Autistic Spectrum Disorders (ASDs) and 
in an Anti-Cancer Clinic. Although these experiences gave me a ‘flavour’ of how it is to
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be a therapeutic practitioner, I still felt that there was a lot to be learnt about how to be in 
the room with clients.
Therefore, I decided that the best way forward would be to pursue postgraduate training 
as a practitioner. Upon searching all the possible options for further training, I came 
across counselling psychology. This branch of therapeutic training and practice appealed 
to me the most, mainly due to its focus on individual differences and the relationship 
between therapist and client. Moreover, I felt that the training in a range of different 
therapeutic models, that this course offered, would give me the opportunity to find my 
own personal way of working as a therapist. At the same time, I saw the parallel focus on 
research as a chance to pursue my own research interests which had already started to 
form during my undergraduate course. Finally, I appreciated counselling psychology’s 
attention to a self-reflective practice and the therapist’s development through personal 
therapy.
Academic Dossier
The academic dossier contains a selection of three academic essays written during my 
training. These essays reflect my theoretical and therapeutic practice interests at the time, 
and writing them helped me to develop a better understanding of the concepts explored 
within each essay.
The first essay was written during my second year of training which was of 
psychodynamic orientation. I saw the writing of this essay as an opportunity to explore a 
concept that I was personally and professionally interested in at the time. As I was 
receiving but also practising psychodynamic therapy in my placement, I often came 
across mine and my client’s defence mechanisms and I wondered about their function for 
the human psyche. Therefore, in this essay I attempt to provide the reader with an 
overview of all the different theories that try to shed light to the function of defence 
mechanisms. Moreover, I look at the relevant research that offers evidence for or against 
those theories. Finally, I place an emphasis on the both the adaptive and maladaptive
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manifestations of defences and propose that encouraging the development of more 
functional defences may be beneficial for clients.
The second essay was written during my fourth -  CBT oriented -  year of training. At the 
time I had just started to develop my interest in third wave CBT, and in particular ACT 
(Acceptance and Commitment Therapy). However, I felt that I did not yet have a good 
theoretical understanding of the model and I saw the writing of this essay as an 
opportunity to gain further knowledge about the model and its applications to therapeutic 
practice. Therefore, this essay offers an overview of this fairly new therapeutic approach 
and the relevant research evidence. The basic components of ACT are explored and 
presented with reference to client work. At this point, it may be useful to point out the 
descriptive character of this essay. I feel that this reflects my level of engagement with the 
model at the time and the fact that I had not yet started to use it in my own therapeutic 
work.
The third essay was submitted as part of the ‘Human Distress’ module and required 
looking at one particular psychological difficulty through the lens of a specific therapeutic 
model. I decided to discuss the diagnosis of Trichotillomania (TTM) within the evidence- 
based therapeutic framework of HRT (Habbit Reversal Training) and ACT. My decision 
was mainly influenced by two factors. Firstly, it was the fact that, at the time, I was in the 
process of ending individual psychodynamic psychotherapy with a client who suffered 
from TTM. Although my client reported that therapy helped her to overcome her 
difficulties with anxiety and depression, the symptom of TTM still remained and we 
considered a further referral for CBT. Secondly, at the same time, I had just started to 
engage in ACT work within my other placement and was aware that research evidence 
suggests that ACT is effective for the treatment of TTM. Therefore, my interest in both 
TTM and ACT, as well as my thoughts of referring my client for CBT therapy, led me to 
the decision of writing an essay about TTM from a third wave CBT perspective. The 
writing of this essay helped me to gain a better understanding of TTM and my client’s
3
difficulties and also to reflect upon the tensions between evidence and non-evidence 
based practice.
Therapeutic Practice Dossier
This dossier relates to my therapeutic practice throughout my training. The first part of 
this dossier offers an overview and description of my clinical placements, including 
information about the client groups I worked with, the therapeutic orientation followed in 
each placement and the types of supervision I received. Moreover, it includes information 
about additional activities and responsibilities undertaken within each setting. Finally, it 
contains my ‘Final Clinical Paper’, which offers an account of how I have developed, 
both personally and professionally, throughout my four years of training as a counselling 
psychologist.
Research Dossier
The portfolio concludes with the research dossier which contains a literature review and 
two qualitative research projects. All three pieces of work explore the use of drama 
techniques in therapy. My interest in that particular topic mainly arose through my 
interest in arts, as well as my four-year participation in an amateur theatre group during 
my undergraduate course in Greece. Expressing myself through the creative process of 
acting was a ‘therapeutic’ experience, which allowed me to express intense emotions and 
to explore different aspects of myself through engaging in various roles. It was then that I 
started being interested in the ‘healing’ aspects of drama and theatre and I attended a 
dramatherapy group. I started to wonder how these ‘healing’ aspects could be used within 
an integrative counselling psychology framework. Considering the lack of relevant 
research in this field, as well as its relevance to the therapeutic practice, I decided to 
research this topic throughout my training.
My literature review explores the potential utility of drama techniques in advancing the 
therapeutic process. Three modalities that use the language of drama, namely 
psychodrama, dramatherapy, and the gestalt two-chair technique were reviewed. The
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review showed positive effects in therapy for all three modalities, especially when dealing 
with conflict splits, antisocial disorders and schizophrenia. However, the danger of the 
techniques releasing overwhelming emotions was also noted. For my second year 
qualitative research project I built upon my literature review’s insights. Therefore, I 
explored clients’ experience of the use of drama techniques in their therapy through using 
an interpretative phenomenological analysis approach. The findings o f this study suggest 
that the use of drama techniques in therapy can be met with resistance from clients and a 
variety of difficulties may occur. However, once these difficulties were overcome, clients 
experienced role-playing as something very powerful which had significant effects in 
their view of themselves, their interpersonal relationships, as well as the relationship with 
their therapist.
For my second research project, I built upon the insights of my literature review and the 
findings from my previous research. I, therefore, decided to interview therapists about 
their experience of using drama techniques in their work with clients. I wondered whether 
the findings of clients’ experiences in my previous research would also be confirmed by 
therapists. Furthermore, I was particularly interested in the difficulties mentioned by 
clients in my previous research project, and the idea that these could be overcome. I used 
template analysis, as this approach allows researchers to make use of previous research 
and literature. Findings from this project are partly consistent with my previous research 
in that therapists also talked about difficulties, and suggested that once these are 
overcome, drama techniques may offer a powerful therapeutic experience for clients. 
Moreover, therapists mentioned various factors that contribute to difficulties and 
suggested several ways of dealing with difficulties. Finally, all therapists identified the 
therapeutic relationship as the main factor that influences the use o f drama techniques.
I believe that, through engaging in researching this topic from different angles, I was able 
to gain a deeper understanding of the therapeutic effect of drama techniques in therapy, 
but also to sensitize myself to the possible difficulties that may occur when using those in 
therapeutic practice.
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Introduction to the academic dossier
This dossier contains three selected essays that were written throughout my training. The 
first essay explores how the concept of defence mechanisms has developed throughout 
the years, looking at both its adaptive and maladaptive manifestations. The second essay 
discusses the application of a fairly new therapeutic approach, namely Acceptance and 
Commitment Therapy (ACT). The third essay is concerned with the diagnosis of 
Trichotillomania and the evidence-based options for therapy.
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Essay 1
Defence Mechanisms: An overview of contemporary 
perspectives and research outcomes
Introduction
In contemporary psychology the construct of defence mechanisms is unanimously 
recognised as one of the most important contributions of psychoanalysis (Buckley, 1995). 
Defences form a basic element of our ability to maintain a stable emotional condition. 
Without them, we would be much more vulnerable when exposed to negative emotional 
experiences like those that evoke anxiety and pain. Although some aspects of defences 
might be dysfunctional, defence mechanisms can also promote psychological health and 
adjustment. The purpose of this essay is to offer an overview of how the concept of 
defence mechanisms has evolved throughout the years as a theoretical and empirically 
tested concept, and, at the same time, to look at both its adaptive and maladaptive 
manifestations.
According to Freud’s structural model (1923), the Ego, the Id and the Super-ego are the 
three components of the human mind. The Id is the reservoir of all instinctual energy 
(libido) and the source from which the Ego and the Super-ego emerge. The Id is 
dominated by the pleasure principle and seeks instant gratification regardless of whether 
it is feasible or not for its desires to be gratified. On the other hand, the Super-ego 
represents society’s cultural and ethical regulations and it is the symbolic internalisation 
of the father. In contrast to the Id, which seeks pleasure, the Super-ego seeks perfection. 
Finally, the Ego is dominated by the reality principle. Using energy that it takes from the 
Id, the Ego tries to reconcile the irrational demands of the Id and the utopian demands of 
the Super-ego, with the realistic demands of reality (Christopoulou, 2001). Anxiety 
occurs when the Ego overfills with energy which it fails to organise. It is then that the 
Ego uses defence mechanisms in order to reduce tension and protect the individual from
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anxiety. Defence mechanisms work by distorting the Id impulses into acceptable forms, 
or by unconscious blockage of these impulses (Kanellopoulou, 1994).
Freud introduced the term “defence” for the first time in 1894 in his work “The Neuro­
psychoses of Defence” but he later on replaced it with the term “repression”. In 1926, 
Freud uses again the term defence which now represents all the ways the Ego uses in 
order to deal with painful psychological conflicts that can lead a person to neurosis. The 
term “repression” will be, from that point onwards, used in order to indicate a specific 
method of defence. Although Freud (1984) considered defence mechanisms as the 
‘cornerstone’ of psychoanalysis, he never developed a complete theory for this construct 
(Laplanche & Pontalis, 1988).
The systematic study of defence mechanisms took place after 1926 with Anna Freud. In 
her work “The Ego and the Mechanisms of Defence” (1936) she analyses nine defence 
mechanisms that are also reported by Freud: regression, repression, reaction formation, 
isolation, undoing, projection, introjection, inversion, reversal, and she adds one more, the 
mechanism of sublimation. Moreover, Anna Freud points out that defences are not solely 
used in order to suppress the demands of instincts and drives. Their function is also to 
protect the individual from anything that can cause anxiety, such as internal feelings, 
external stressors, demands of the Super-ego and so on. According to Anna Freud (1936), 
all persons use a specific repertoire of defences in order to deal with anxiety caused by 
painful or unbearable feelings. Melanie Klein (1952, 1958), on the other hand, introduced 
the more primitive defences such as splitting of the object, projective identification, 
denial of reality and control of the object.
According to Freud (1926), people use different kinds of defence mechanisms in each 
developmental stage of the psyche (Id, Ego and Super-ego). Anna Freud (1936) takes this 
hypothesis a step further by suggesting that the mechanism of repression emerges when 
the Ego has separated from the Id, whereas the mechanisms of projection and introjection 
appear when the Ego differentiates from the external world. Sublimation, on the other
hand, can only appear after the development of the Super-ego. For Anna Freud (1936), 
sublimation and repression appear at a later stage of development, whereas defences like 
reversal and inversion are probably the earliest ones used by the Ego.
Contemporary Models of Defence Mechanisms
Cramer’s Developmental Model
A similar developmental aspect is adopted by Cramer’s (1991, 2006) developmental 
model of defence use. Cramer’s hypothesis is that different defences emerge at different 
chronological stages of development. According to this model, which is based on a 
horizontal timeline, denial is the prominent defence, used during preschool years. Later 
on, the use of this defence declines and it is gradually substituted by the use of projection 
which increases in middle childhood and becomes prominent during adolescence. 
Identification, on the other hand, is considered as a quite complex defence which 
develops slowly, starting from early childhood and going up to late adolescence, when it 
becomes the prominent defence which substitutes projection (Cramer, 2002).
Vaillant’s Hierarchical Model
On the other hand, Vaillant (1971, 1994) proposes a model based on the idea that people 
move on a continuum of adjustment in the defences they use, with the most immature and 
maladaptive defences being at the bottom of this scale. According to Vaillant, defence 
mechanisms reflect “ the ways in which an individual involuntarily copes with sudden 
changes in his or her external and internal milieu. Such changes may be produced by 
“instinctual demands and overwhelming affects, by interpersonal conflict, by cultural 
taboos and unexpected pangs of conscience, or by sudden alterations in external reality” 
(Vaillant, 1992, p. 44). All persons are characterized by a specific defensive style which 
is defined by the defence mechanisms they habitually use under stress (Ungerer et al., 
1997).
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Vaillant’s (1971) model consists of 4 vertical tiers in which defence mechanisms are 
ordered from low to high maturity. All of those levels, apart from the first one, have been 
commonly observed in the general population (Ungerer et al., 1997): Level I, Psychotic 
(e.g., delusional projection, distortion); Level II, Immature (e.g., projection, denial); 
Level III, Neurotic (e.g., reaction formation, undoing); and Level IV, Mature (e.g., 
sublimation, anticipation). Vaillant suggests that the immature defences are ineffective 
and socially undesirable. Then again, people who employ more mature defences are able 
to combine successfully reality with interpersonal relationships and personal feelings 
(Whitty, 2003). This is also indicated by the results of three different studies (Vaillant, 
1977; 1986; 1994) which suggest that the maturity of defences is a statistically significant 
predictor of mental health, psychosocial maturity, professional success and satisfaction, 
and finally, marital stability.
Another element, which supports further Vaillant’s hierarchical model, is something that 
is related to the dynamic nature of defences. In particular, when people who suffer from 
severe mental health difficulties improve in their condition, then there is a parallel change 
in the type of defences they use, moving from an immature to a more mature defence 
style. The later was observed in research by Kneepkens and Oakley (1996), and 
Akkerman, Lewin and Carr (1999) in people who suffer from severe depression. Finally, 
several studies provide empirical evidence that support this hierarchical model, by 
showing that immature defences are associated with pathological personality traits, such 
as alexithymia (Parker, Taylor, & Bagby, 1998), or with maladjustment in victims of 
childhood abuse (Andrews, Singh, & Bond, 1993), people with personality disorders 
(Johnson, Bornstein, & Krukonis, 1992), and people who suffer from depression 
(Kneepkens & Oakley, 1996).
The two aforementioned models (Cramer’s developmental model and Vaillant’s 
hierarchical model) have been empirically supported by several studies (e.g. Brody, 
Rozek & Muten, 1985; Cramer, 1991, 1997; Porcerelli, Thomas, Hibbard, & Cogan, 
1998; Smith & Danielsson, 1982). Early defences, like projection and displacement,
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distort reality and have been found to be less adaptive than mature defences in later 
developmental stages (Vaillant, 1977). As Cramer (2002) points out, these models are not 
contradictory but we could also say that they are, in some ways, complementary. For 
example, using the defence of denial at the age of 5 is considered as something normal, 
but the use of the same defence by an adult can convey immaturity and psychological 
difficulties (Cramer, 2002). Finally, Vaillant and McCullough (1987) found that the use 
of mature defences is positively correlated to Erickson’s (1950) developmental stages.
Bowins’ Model of Defences
Another interesting view of defences is proposed by Bowins’ (2004) model. Following 
the perspective of an evolved strategy, Bowins suggests that most of the defence 
mechanisms that people use are organised within two templates: dissociation and 
cognitive distortion. Although these psychological phenomena are often perceived as 
pathological, nevertheless, they include manifestations that are common to the general 
population and can be highly functional (Bowins, 1994).
According to Bowins, most of the typical defence mechanisms, like rationalisation, 
intellectualisation, isolation and denial, represent a form of cognitive distortion, whereas 
some others contain elements of dissociation. Dissociation helps the person to adaptively 
detach from disturbing emotional states, whereas cognitive distortion strengthens the Ego 
and enhances self-esteem. Defences stem from those two psychological states, but there 
are several other factors, such as heredity, social norms, maturity level, exposure to stress, 
which define the defence mechanisms that people use in each given moment. Dissociation 
and cognitive distortion play a part in other psychological phenomena that might be 
considered as pathological but which also require some level of defensive functioning, 
such as bereavement, hypomania and obsessive-compulsive behaviour.
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Defence mechanisms in relation to other factors: theoretical hypothesis and research 
outcomes
Defence Mechanisms and Age
Three different perspectives have been proposed concerning the developmental progress 
of defence mechanisms (Whitty, 2003). The first hypothesis (Gutmann, 1974), suggests 
that is quite common for people to return to the use of more immature defences as they 
grow older. The second one (Vaillant, 1977), proposes that older people use defences that 
are more effective and less distorting of reality than the ones they used while they were 
younger. The third hypothesis (Folkman & Lazarus, 1980; McCrae, 1982), states that age 
differences in the use of defences are due to the different types of stressors that people 
must cope with in each developmental stage.
In research, the maturity of defences has been found to change during the lifespan 
(Vaillant, 1971). According to Vaillant (1977), as people grow older, the use of immature 
defences declines in favour of the use of mature defences. In studies which cover a wide 
range of ages in their sample, the aforementioned hypothesis has been found to be true, 
whereas this differentiation is not observed in studies with a small range of ages in the 
sample (e.g. Whitty, 2003; Vailllant, 1993). An interesting observation came from 
Whitty’s (2003) study, where it was found that there was a statistically significant 
difference in the maturity of defences between the young and the middle-aged and 
between the young and the elderly, but not between the middle-aged and the elderly. 
Finally, Watson and Sinha (1998) found that the elderly people in their sample preferred 
the use of mature defences in relation to neurotic defences.
Defence Mechanisms and Gender
Some researchers (e.g. Feldman, Araujo & Steiner, 1996; Maltby, & Day, 1999) have 
expressed the view that gender differences in the use of defence mechanisms, might be 
reflective of gender role stereotyping. Feldman, Araujo and Steiner (1996) found that 
women have the tendency to use internalizing defences (i.e. altruism, reaction formation
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and somatisation), whereas men usually employ externalizing defences (i.e. acting out) or 
defences that have to do with stifling their feelings (i.e. repression and suppression). 
Relevant to that, is Lobel’s and Winch’s study (1986) who found that men with more 
masculine personality traits tend to use externalizing defences, whereas men with more 
feminine personality traits tend to use internalizing defences.
Research outcomes for gender differences in the use of defences are still contradictory. 
Many studies report no gender differences in defensive style between men and women 
(e.g. Andrews, Singh, & Bond, 1993; Spinhoven & Kooiman, 1997; Whitty, 2003). 
However, Maltby and Day (1999) found more externalizing defences in men (i.e. acting 
out and splitting) and a tendency for idealization in women. Moreover, Watson and Sinha 
(2002) observed that men tend to use more the defences of suppression and isolation, 
whereas women tend to use more the defence of altruism. It was hypothesised that the 
aforementioned differences are due to the different socialisation processes in men and 
women (Ptacek & Dodge, 1994). It is likely that the use of isolation in men reflects the 
stereotype of a man who withdraws whenever in face of emotionally distressing 
situations. On the other hand, it is likely that the use of altruism in women is a result of 
the social expectation to offer help and support in times of stress.
Defence Mechanisms and psychopathology
It has been argued that defence mechanisms might play a significant part in the formation 
of several psychiatric disorders. Psychoanalytic theory, for example, suggests that each 
type of psychopathology is characterised by the use of specific maladaptive defence 
mechanisms. In his work “Inhibitions, Symptoms and Anxiety”, Freud (1926) points out 
the possibility of making strong links between certain defence mechanisms and specific 
disorders. Freud suggests that isolation, undoing and reaction formation are typical of 
people with an obsessive-compulsive personality and relevant symptoms. Abraham 
(1957), on the other hand, elaborating on Freud’s theory of melancholia, proposed that 
depression stems from the introjection of disappointing love objects. Finally, Arieti
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(1955) put forward the hypothesis that people who suffer from schizophrenia are 
characterized by repression and projection of unacceptable psychological contents.
Indeed, in various studies (e.g. Offer et al., 2000) obsessive-compulsive disorder was 
linked to the defences of undoing and reaction formation. Furthermore, Andrews et al. 
(1993) found that abusive parents mainly use the defences of splitting and dissociation. 
Nevertheless, research has not yet provided sufficient evidence that prove the link 
between certain defences and specific disorders and results are still contradictory.
Something important that comes up from research is that the maturity of defences 
differentiates people with psychological disorders from the general population and it is a 
major predictor of psychopathology (e.g. Andrews et al., 1993; Offer et al., 2000; Tuulio- 
Henriksson et al., 1995). In particular, people who present with psychopathology 
symptoms use defence mechanisms, as a whole, at a much greater deal than the ‘normal’ 
population (Muris & Merckelbach, 1996). Furthermore, the defences of projection in men 
and displacement in women were found to be major predictors of mental health 
difficulties (Watson, 2002).
Another possible explanation is that defence mechanisms might not be directly linked to 
specific disorders, but they may be linked indirectly through some psychopathological 
components of those disorders, such as negative emotions (Offer et al., 2000). Common 
feelings like anger, sadness and anxiety are encountered in almost all kinds of disorders. 
This approach also forms the basis of Plutchick’s (1995) psycho-evolutionary theory of 
emotions. According to this theory, defence mechanisms stem from emotions. Anger, in 
particular, is related to displacement, repression is related to anxiety, and 
sadness/depression is related to compensation. This theoretical hypothesis was 
empirically supported by Offer et al. (2000) in a study which took place in a psychiatric 
clinic for adolescents. Projection, displacement and regression were positively correlated 
with anger, whereas displacement, undoing and reaction formation were correlated with 
anxiety. Finally, denial was negatively correlated with depression.
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Conclusion
Many theories have been proposed in order to shed light to a primarily unconscious 
process, that of the use of defence mechanisms. What is common in all those theories is 
that they consider defences as an integral part of personality which can lead to adjustment 
or not, depending on the type of defences being used in each stage of development. In the 
mid-1990s, the idea of defence mechanisms was included in the DSM-IV among the axes 
suggested for further studies. In this way, clinicians are encouraged to consider this aspect 
of personality as an important part of diagnosis and treatment (San Martini, 2004). 
Research in the field demonstrates the importance and the usefulness of this construct for 
all people, regardless of whether they are facing mental health difficulties or not. It 
indicates that the understanding of defence mechanisms can enhance the understanding of 
personality, developmental and clinical phenomena. It may also be useful for clinicians 
who "inevitably focus on illness and problem behavior” (Bowins, 2004, p.23) to attend to 
and encourage the more functional aspects of defences in their clients, in order to 
facilitate emotional stability and Ego strength.
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Essay 2
Acceptance and Commitment Therapy: An Overview of 
Theory, Research and Therapeutic Practice.
Introduction
Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999) is a 
fairly new behavioural therapy, based on functional contextualism (e.g., Gifford & Hayes, 
1999) as a philosophy, and Relational Frame Theory (RFT; Hayes, Barnes-Holmes, & 
Roche, 2001) as a theory. Functional contextualism is based on the hypothesis of "the 
ongoing act in context” (Hayes, 2004, p. 12). This means that events, expressions, 
utterances and actions can only be understood relative to the context in which they occur 
(Price, 2008). Therefore, ACT attempts to promote psychological health by changing the 
context rather than the content of a one’s internal experience. RFT focuses on ‘relational 
responding’ which describes how verbal private events gain and apply control over 
behaviour by randomly linking those events to one another and altering their function 
within a certain context (Block-Lemer et al., 2009). ACT aims to reduce the power of 
these cognitive contingencies so that one’s behaviour is not guided by them, but is rather 
guided by consciously chosen life values. This essay aims to summarise the basic 
components of ACT theory, to demonstrate how these components can be put into 
practice by therapists, and finally to present the relevant empirical evidence.
Psychological Inflexibility
The core assumption in ACT and RFT is that psychopathology occurs because of 
psychological inflexibility, meaning the inability to change behaviour even though doing 
so would serve the individual’s personal values (Hayes et al., 2004). In other words, the 
person continues to follow cognitive contingencies even thought the results are 
problematic (Twohig, 2009a). Psychological inflexibility has three related components 
(as described by Pierson & Hayes, 2007). The first component is cognitive fusion which
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refers to the process of being excessively attached to verbal formulation of events (i.e. 
rules) which in turn leads to a failure to contact the environment in flexile ways.
Another component of psychological inflexibility is experiential avoidance. The term 
refers to when "a person is unwilling to remain in contact with particular private 
experiences and takes steps to alter the form or frequency of these events and the contexts 
that occasion them” (Hayes et al., 1996, p.l 154). This means that one attempts to avoid 
his/her internal experiences, (thoughts, emotions, memories, physiological sensations) 
even if this results in long-standing behavioural problems. ACT assumes that pain is a 
normal and unavoidable part of the human condition and trying to avoid it or control it 
may lead to mental health difficulties. Indeed, experiential avoidance has been correlated 
with various pathological processes (Hayes et al., 2006) including anxiety disorders (e.g. 
Kashdan et al., 2006). For ACT it is essential not to fight the pain but to develop a 
willingness to embrace all life experiences, not resisting your emotions but feeling them 
completely. Therefore, experiential avoidance is a central target for ACT therapy.
Finally, the last component of psychological inflexibility is a lack o f  clarity in one’s 
values. Values are long-term desired ways of being which lead the person towards 
meaningful actions. When a person has lost track of his/ her values then he/she behaves in 
ways which are defined by the expected immediate consequences of the behaviour. This 
results in one acting in accordance with rigid life rules rather than consciously chosen life 
values.
ACT Basic Components
During the therapeutic process in ACT, the significance of inner experiences is reduced 
and thoughts, emotions and bodily sensations are not seen as the cause of behaviour. ACT 
does not focus on any specific internal experience. On the contrary, all inner experiences 
are welcomed and observed. The client is encouraged to treat thoughts not as something 
literal and very little emphasis is put on what they mean. To achieve this, ACT uses 
paradox and metaphors in homework assignments, so that they will not be taken literally
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and turned into rules. According to Twohig (2009a) the broader focus of ACT is (a) to 
alter the patient’s tendency to treat thoughts as literal and to avoid them and (b) to 
increase patients’ experiences of meaningful, values-based actions.
In contrast to CBT protocols, ACT does not implement a specific set of techniques but it 
focused on six psychological processes namely acceptance, de-fusion, self as context, 
contact with the present moment, values and committed action, in order to achieve 
behavioural flexibility (Hayes et al., 2006). ACT can even borrow procedures from other 
therapeutic approaches, as long as they serve the purposes of ACT processes (Twohig, 
2009a). The aforementioned six processes are very rarely introduced one by one in 
therapeutic practice. More often, there is an interaction between them depending on what 
would be most useful at the moment. This is because ACT considers those processes to be 
inter-connected and they all target psychological inflexibility (Hayes et al., 2006). Below 
we explain each process as described by Twohig (2009a), and Pierson and Hayes (2007), 
giving examples from the therapeutic practice, as well as the specific evidence for their 
utility.
Acceptance
‘Acceptance’ in psychology can have several meanings. However, in ACT, acceptance 
refers only to the way people respond to their inner experiences and not to accepting 
certain situations or actions. Acceptance-based interventions aim to increase the client’s 
ability to tolerate aversive internal experiences. Nevertheless, for ACT, acceptance is 
more than just tolerance. It is also about welcoming unpleasant internal states in the same 
way that you would welcome troublesome relatives into your house: you might not be 
very keen on seeing them, but you find a way to spend the day with them without this 
being unbearable (Twohig, 2009a). Acceptance is taught as an alternative to experiential 
avoidance. The client is brought into contact with previously avoided internal experiences 
by first observing (being aware of) them and then embracing them, without any attempt to 
change their frequency or form. For example, clients suffering form anxiety are 
encouraged to experience their anxiety fully as a feeling, and without any defence, and
24
clients suffering from physical pain are encouraged to let go of the struggle with pain. 
Acceptance in ACT is not considered as a final target in itself but it is rather used as a 
vehicle to reach values-based action.
Component analyses have shown that the use of acceptance procedures reduces affect and 
heart rate when participants are exposed to emotion-provoking films (Campbell-Sills et 
al., 2006), increases participants’ willingness to experience panic sensations in a carbon 
dioxide challenge (Levitt, et al., 2004), increases tolerance of food cravings (Forman et 
al., 2007), increases pain tolerance (Masedo & Esteve, 2007), and makes it easier to have 
unwanted thoughts (Marcks & Woods, 2005).
Cognitive De-fusion
Cognitive de-fusion techniques attempt to change the way in which clients interact with 
private events (thoughts and feelings), rather than trying to change the private events 
themselves and the frequency with which they occur. More specifically, through the use 
of cognitive de-fusion techniques, the therapist aims to increase the client’s “contact with 
the process of thinking rather than the products of thinking” (Pierson & Hayes, 2007, p. 
209). Thoughts are experienced as less important, detracted from their verbal meaning, 
and taken as less literally, so that they have less of an impact on behaviour. For example, 
the thought “I am worthless” is treated as what it is - just a thought occurring in the 
present and not a literal reality that defines the person. Cognitive de-fusion is similar to 
the concept of distancing in CBT. Nonetheless, cognitive de-fusion in ACT is “more 
radical” as it is applied to all thoughts, in spite of whether the existing evidence support it 
or not. As Pierson and Hayes (2007) highlight, “the point is not to correct unhealthy 
thoughts, but to change one’s relationship to thinking itself’ (p. 209).
ACT employs a number of exercises that support cognitive de-fusion. For example, a 
person might treat their thoughts as passengers on a bus telling them where to go (Hayes 
et al., 1999). In OCD for instance, therapist and client may repeat a thought out loud 
many times until it becomes a funny sound which does not resemble at all the initial
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obsession (Twohig, 2009a). Finally, through participating in a mindfulness exercise, 
clients are encouraged to watch their thoughts pass by as if they were leaves floating 
down a stream.
Component analyses of de-fusion have demonstrated that it increases pain tolerance of 
electric shock (Gutierrez, Luciano, Rodriquez, & Fink, 2004; McMullen, Bames-Holmes, 
Stewart, Luciano, & Cochrane, 2008), it reduces the literality of unwanted and disturbing 
thoughts over control conditions (Masuda, Hayes, Sacket, & Twohig, 2004), and finally, 
it decreases the importance of not thinking a specific thought as compared to cognitive 
restructuring procedures (Deacon, Fawzy, & Lickel, 2008).
Self as context
Self as context involves that there is a consistent sense of self that does not change, 
cannot be harmed, and is always present. The self is not the thoughts, feelings or past 
experiences of the person but it goes beyond that: it is the “container”, the context in 
which these experiences occur. The question from an ACT perspective is not whether the 
thought “I am worthless”, for example, is accurate. If the person can separate themselves 
from that thought then he/she is in a better place not to behave in ways that are consistent 
with it. This transcendent sense of self “decreases attachment to a conceptualised self or 
one’s story of who one is” (Pierson & Hayes, 2007, p. 209). Self as context empowers 
acceptance and de-fusion as the person embraces experiences without judgment or 
evaluation, certain that the content of his/ her experience is not threatening to this deeper 
sense of self.
The chessboard metaphor (Hayes, Strosahl, & Wilson, 1999) is a commonly used 
exercise in order to reinforce the presence of self as context. In this exercise, the client is 
invited to imagine a chessboard. The client’s thoughts, for example worries or obsessions, 
are one set of pieces and the ways in which the client tries to deal or address them is the 
other set of pieces. The two sides fight between them constantly. Sometimes the worries 
win and takeover and other times the ways of dealing with them wins. The client spends
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all his/her time and energy to support one side, trying, for example, to convince him/her 
self that “these thoughts don’t mean anything, they are just silly worries”. And the battle 
between the two sets of pieces keeps going on. The therapist encourages the patient to 
think what would happen if there was no real battle, if the client was not one set of pieces 
but the whole board itself, ‘the home’ of the pieces. If the client is at piece level, then the 
game is very important and he/she has got to win. But if the client is the board, then it 
doesn’t matter if the war is going on. The purpose of this exercise is to help clients see 
their thoughts as events that occur within them rather than as events that define them. If 
the client can separate themselves from their thoughts then they feel more able not to act 
on them.
Contact with the present moment
Training in contact with the present moment aims to increase the person’s awareness of 
psychological and environmental events. As the founders of ACT put it, “life only 
happens in the present moment” (Pierson & Hayes, 2007, p. 221). The client is 
encouraged to be in an ongoing, conscious and non-judgemental contact with internal and 
external events as they occur in the moment. The client can describe what arises for him/ 
her in the following ways: “Now I am feeling this”, “Now I am thinking this”, “Now I am 
feeling these bodily sensations” and so on. This component of ACT shares similarities 
with mindfulness practices used in other therapies such as DBT (Linehan, 1993) and 
MBCT (Segal et al., 2004). Nevertheless, mindfulness techniques do not always serve the 
same purpose in these treatments (Twohig, 2009b). Mindfulness in ACT does not seek to 
distract from or reduce emotional impact. The aim is rather to increase conscious contact 
with events (internal or external), without believing in the cognitive evaluation of these 
events.
In a relevant mindfulness exercise the client is asked to close his/ her eyes and then to pay 
attention to different elements of his/ her current experience such as thoughts, emotions, 
bodily sensations, sounds in and out of the therapy room. The therapist tells the client that 
there will be times when he/ she will be absorbed by thinking without being aware of that,
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and other times when the client could consciously watch his/her thoughts. The client is 
asked to be highly aware of the difference between being absorbed by thinking and 
noticing the thoughts.
Being in contact with one’s own thoughts and experiences has been supported as a useful 
component of treatment in OCD. In particular, the more present a person is with his or 
her own obsessions, the more effective the exposure is (e.g. Grayson, Foa, & Steketee, 
1982). In addition, the more time a person is in contact with obsessions, the more 
successful therapy is, as shown in exposure therapy (Abramovitz, 1996).
Values
The importance of values is central to ACT. Acceptance, cognitive de-fusion, self as 
context and so on, are not ends themselves rather they are vehicles that lead the person to 
a more valued life. Values are qualities of life that the person chooses to follow at any 
given moment but they can never be reached or possessed. Values are choices of desired 
life directions. They are the things that we care about and that really matter to us.
The therapist can address the concept of values session by session by asking the client 
what is the purpose that his/ her behaviour serves. If a client avoids contact with people 
due to the fear of panic attacks for example, then the therapist can ask what is the purpose 
of that behaviour. Most likely, the purpose is to reduce the possibility of the occurrence of 
a panic attack. Then the therapist can ask the client what he/she really wants his/her life to 
be about. If being a good friend is a high value for the client then he/she can easily see 
that this behaviour is in contrast with the chosen value. Similar discussions can help the 
client pursue more valued activities rather than consume all of his/her energy in a struggle 
to control internal and external events.
The costs of emotional control against areas of life that really matter for the client are 
constantly observed and discussed. Entire sessions can be spent on discussing the role of 
values in guiding behaviour. The therapist can also use several exercises in order to help
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the client identify areas in life that are important to him/her, for example, family, work, 
education, leisure etc. The client is asked to rate those areas from one to ten in terms of 
how important they are for him/her. The client can then rate how consistent his/her 
behaviour is with his/her values. Identifying discrepancies between values and the actual 
behaviour can help the client move towards more valued life directions that constitute a 
conscious choice, rather than letting his/her actions be guided by inner experiences.
Clinically it has been shown that the ACT focus on values can be useftil for clients (Dahl, 
Wilson & Nilsson, 2004) and it has been increasingly targeted as a core process in the 
treatment of anxiety disorders when combined with functionally similar procedures, such 
as motivational interviewing (e.g., Slagle & Gray, 2007).
Committed Action
Committed action focuses on behaving consistently with one’s values through 
behavioural change. In those terms, ACT is very similar to traditional behavioural therapy 
and can use any traditional behaviour change method such as exposure, skills acquisition 
etc., as long as this is done in the service of the aforementioned five ACT processes. ACT 
encourages basing actions on one’s values and therefore goals should be consistent with 
the person’s values. Often clients get stuck in old patterns of behaviour and the work lies 
in identifying those barriers and choosing new ways of acting. The therapist can ask the 
client to do one thing differently that moves the client towards his/her values. For 
example a client that values friendship, but has not contacted his/ her friends for months, 
could commit to calling a friend, as homework for the forthcoming week.
Although this last process appears similar to traditional CBT, there are some guidelines 
for doing behavioural commitment exercises in ACT that may differ from those in other 
therapies (Twohig, 2009a). First, the exercises are never used to control private events 
(thoughts and emotions) but they always used in order to facilitate the client to move 
towards chosen values. Second, the client is asked to follow the other ACT processes 
(acceptance, cognitive de-fusion etc.), while doing the given exercise. Third, the exercise
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is structured by time or activity and not by severity. Lastly, the client is the one who 
chooses the exercises rather than the therapist.
ACT is very committed to empirical testing of its effectiveness but research in the field is 
still young. Some small and less well-controlled studies have demonstrated that ACT 
treatment can be effective for anorexia (Heffner et al., 2002) and depression (Zettle and 
Rains, 1989). Other well-controlled research has shown that ACT is helpful when dealing 
with chronic drug addiction (Walser & Hayes, 1995), exhibitionism (Paul, Marx, & 
Orsillo, 1999), chronic pain (e.g. Korn, 1997), anxiety-related problems (e.g. Zettle, 
2003), depression in parents of disabled children (Biglan, 1990) and in reducing re­
hospitalizations of patients with psychotic symptoms (Bach & Hayes, 2002).
Conclusion
Acceptance and Commitment Therapy is a fairly new treatment that suggests a different 
stance from traditional CBT. Its focus is to alter the client’s response to aversive internal 
experiences rather than altering the internal experiences themselves. Although the 
existing empirical evidence for the effectiveness of ACT is still preliminary, this 
approach may be a useful alternative with clients who do not respond to traditional CBT. 
Furthermore, as ACT targets avoidance directly, it may prove beneficial for clients whose 
mental health difficulties are to a great extend reinforced by avoidance, such as phobias 
or OCD.
Finally, it is important to point out that ACT places great emphasis on the therapeutic 
relationship because this approach is based on a stance (e.g. acceptance and openness) 
that is curative and propagated within the relationship (Roche at al., 2007). As stated by 
Pierson and Hayes (2007), client and therapist are both human beings facing their own 
struggle with private experience, but they work together to reach a common purpose that 
they both value. “Therapist, client and process are all part of one common set of issues 
that originates from the nature of the human condition itself’ (Pierson & Hayes, 2007, p. 
226).
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Essay 3
Trichotillomania: Confusion and debate over classification and therapy 
Introduction
In 1889, Francois Henri Hallopeau, a French dermatologist, was the first one to use the 
term Trichotillomania (TTM) (Duke, Keeley, Geffken, & Storch, 2010), also often 
referred to as Trichlomania, “Trich” or Repetitive Hair-Pulling. Due to feelings of 
embarrassment associated with the condition, sufferers rarely report it and, until recently, 
it was seen as an uncommon condition. Therefore, TTM is under-diagnosed and often 
ineffectively treated while it still remains outside the focus of most clinical training (Duke 
at al., 2010). Moreover, it is under-researched and inadequately understood (Soriano et 
al., 1996), with most studies focusing on its clinical profile and demographic 
characteristics (Watson & Winter, 2000). However, TTM is no longer believed to be a 
rare condition. The Trichotillomania Learning Center (TLC) in California reports having 
responded to some 50,000 requests for information from sufferers, their family members, 
and health professionals since 1991. It is now estimated that the condition affects 2-4% of 
the general population (Ferrao, Miguel, & Stein, 2009).
Classification
TTM is classified as an impulse control disorder (DSM-IV-TR, 2000). Its basic 
characteristics, according to the Diagnostic and Statistical Manual of Mental Disorders, 
(DSM-IV-TR; American Psychiatric Association [APA], 2000) include an irresistible 
urge to pull out one’s hair leading to noticeable hair loss. Hair pulling can occur on any 
part of the body where hair grows. The most common area of hair pulling is the scalp 
(Stein & Christenson, 1999), but it can also occur on the eyebrows, eyelashes, pubic 
region, and any other area of the body with hair (Woods et al., 2006b). The alopecia that 
results from hair pulling can range from small undetectable areas of hair loss to total 
baldness (Ellis, 2009). Other behaviours associated with TTM, include examining the hair 
root, twirling it off, and pulling the strand between the teeth (Williams, 2005).
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Trichophagia, (i.e., mouthing and/or ingesting hair), is another common behaviour in 
people suffering from TTM and may cause the formation of hair casts in the stomach, 
which in turn, may lead to further health problems such as vomiting, bowel obstruction, 
gastrointestinal bleeding etc (Ellis, 2009).
Onset takes place more often in early adolescence and prevalence is much higher in 
women than in men (Cohen et el., 1995). The diagnostic criteria according to the DSM- 
IV-TR are the following: a) “recurrent pulling out of one's own hair that results in 
noticeable hair loss,” b) “increasing sense of tension immediately before pulling out the 
hair, or when attempting to resist the behaviour” c) “pleasure, gratification, or relief when 
pulling out the hair,” d) “the diagnosis is not given if the hair-pulling is better accounted 
for by another mental disorder,” and e) “The disturbance must cause significant distress 
or impairment in social, occupational, or other important areas of functioning” (APA, 
2000).
Nonetheless, several descriptive studies suggest that TTM is a heterogeneous disorder 
that is not well characterized by its diagnostic criteria (Christenson & Crow, 1996). 
Extant literature supports that the diagnostic criteria may be confusing due to a 
discrepancy often found between the clinical presentation of TTM and the DSM-IV-TR 
criteria (Mansueto, Townsley-Stemberger, McCombs-Thomas, & Goldfinger-Golomb,
1997). Mansueto et al. (1997), for example, point out that the aforementioned 
characteristics are often not all present across clinically significant cases. In particular, 
there are concerns that the criteria (b) ‘tension before pulling’ and (c) ‘reduction in 
tension after pulling’, exclude from the diagnosis many individuals who experience 
significant suffering and distress due to hair-pulling. These concerns were supported by 
several studies where it was found that 17-27% of TTM sufferers do not report rising 
tension before, during or after pulling their hair (e.g. Christenson, Mackenzie, & Mitchell, 
1991; Franklin et al., 2008; Hanna, 1996; Schlosser, Black, Blum, & Goldstein, 1994; 
Woods et al., 2006a). Finally, the criterion of noticeable hair loss also seems to be overly
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restrictive (Duke et al., 2009) as this is not always visible in all individuals who suffer 
from TTM.
Comorbiditv
Other researchers (e.g. Stein et al., 2010), however, question the classification of TTM as 
an independent nosological entity, due to its high co-morbidity with other conditions. 
TTM has been associated with diminished self-esteem (Soriano et al., 1996), and 
depression and anxiety (Christenson et al., 1991). In particular, TTM has been found to 
positively correlate to symptoms of depression for men and women, and was linked to 
symptoms of anxiety for only women in a large community sample (Duke, et al., 2010). 
In addition, depressive symptoms were found to partially mediate the relationship 
between TTM severity and child-reported social, interpersonal, and academic impairment 
(Lewin et al., 2009).
Some researchers have also linked TTM to body-focused repetitive behaviour (BFRB). 
Similarities have been noted between TTM, tic, and stereotypic movement disorders such 
as nail-biting and skin picking (Ninan, Mansueto, Rothbaum, O'Sullivan, & Nemeroff, 
1998; Stein, Simeon, Cohen, & Hollander, 1995). Similar to TTM, stereotypic movement 
disorders frequently occur out of conscious awareness and are thought to serve an anxiety 
reducing function (Leonard, Lenane, Swedo, Rett, & Rapoport, 1991). This relationship is 
also supported by the finding that some form of stereotypic movement, such as nail-biting 
or knuckle cracking, has been found in as many as 85% of chronic hair pullers 
(Christenson et al., 1991).
Some studies have shown a higher frequency of obsessive-compulsive disorder (OCD) in 
people with TTM, suggesting a link between the two conditions (Duke at al., 2010). Also 
excessive grooming behaviours related to OCD have been frequently associated with 
TTM (Stein et al., 1995). Nevertheless, the cognitive mechanisms, such as thought -action 
fusion, the need for control over thoughts, and an exaggerated sense of responsibility, that 
are often present in OCD, are not characteristic of TTM (Ferrao, Miguel, & Stein, 2009).
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Other studies have reported OCD rates as high as 13% (Christenson, 1995) to 16% 
(Swedo & Leonard, 1992) in those with TTM, which are considerably higher than the 
rates estimated in the general population, i.e. 1-3% (Robins et al., 1984). Finally, in a 
study of 15 young sufferers of TTM, nine had additional diagnoses, including attention 
deficit disorder, tic disorder, OCD, and major depression (King, Scahill et al., 1995; King, 
Zohar et al., 1995). This may support Damodaran’s, Jayalekshmi’s, and Khanna’s (1995) 
suggestion that TTM is actually a symptom of the co-morbid condition which will 
disappear as soon as this condition is treated.
Aetiology
Theories around the aetiology of TTM vary. Existing animal models (e.g., Bordnick, 
Thyer, & Ritchie, 1994; Greer & Capecchi, 2002) and neuro-imaging studies (e.g., Stein 
et al., 2002; Swedo et al., 1991; Vythilingum et al., 2002) suggest an underlying 
pathogenesis involving a disrupted motor habit system and poor inhibitory control. 
Indeed, many hair pullers report that episodes of pulling often seem “ automatic,”  and 
occur with little apparent control or awareness (Christenson, et al. 1991). This includes 
instances in which an individual pulls while engaged in a sedentary activity, such as 
watching television, reading a book, or listening to the radio, but is often unaware of 
pulling until the episode is complete or after it has been occurring for some time 
(Flessner, Busch, Heideman, & Woods, 2008). Yet others with TTM report full 
awareness of their pulling, exhibit volitional control over the behaviour and may pull their 
hair as a method of coping with or reducing aversive private experiences (i.e. negative 
thoughts or emotions such as stress or anxiety) (Woods et al., 2006b). Christenson et al. 
(1991) called this pattern of behaviour “ focused pulling” (i.e., more volitional pulling) 
which is used to control emotional or cognitive experiences. They found that about 5% of 
their TTM sample reported being entirely automatic in their style of pulling, 15% 
reported being entirely focused, and 80% reported a mix of the two types of pulling.
To sum up, the limited existing research suggests that TTM may originate from two 
separate processes, the first involving a deregulated habitual motor pattern, and the
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second involving an effective, yet potentially counterproductive method for coping with 
aversive private events. Given the common coexistence of both focused and automatic 
pulling in persons with TTM, researchers have suggested that combined therapies should 
be developed to address both styles (du Toit, van Kradenburg, Niehaus, & Stein, 2001).
Therapeutic Options
Below we present the basic therapeutic approaches that have been empirically tested and 
found to have some positive results in therapy for TTM. These consist mainly of different 
Cognitive Behavioural approaches and techniques that have been combined in order to 
help those suffering from TTM.
Habit Reversal Training
According to behavioural models it seems that hair pulling is a behaviour learned and 
maintained through classical operant conditioning (Mansueto et al., 1997). Therefore, 
therapeutic approaches focus on the antecedents that prompt the urge to hair-pull, the 
behaviours involved in hair-pulling, as well as the consequences of pulling one’s own hair 
(Mansueto et al., 1997). Habit Reversal Training (HRT) is a behavioural approach that is 
nowadays considered to be the best available therapeutic approach for TTM, and holds 
the strongest empirical support (Elliot & Fugua, 2000). It was first introduced in 1973 by 
Azrin and Nunn, and its application was later on (1980) tested in the therapy of TTM. 
HRT includes three basic components, namely awareness training (AT), competing 
response (CPR) training, and social support (Rapp, Miltenberger, Long, Elliott, & 
Lumley, 1998). Below we give an overview of the three components used in HRT therapy 
for TTM as described by Penzel (2003), and Rapp, Miltenberger, Elliott, & Lumley 
(1998).
The therapy for TTM using HRT involves five steps. The first step is called awareness 
training (AT) which means the development of an awareness of the habit itself. As 
mentioned above, people with TTM often engage in automatic hair-pulling without
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realising they are doing so until the action has completely stopped. Moreover, people who 
do notice, often tend to forget the incident as it is something unpleasant to think about or 
remember. For that reason it not always easy for clients to start noticing when they pull 
their hair. However, the rationale of AT is that it is easier to control a habit when you are 
aware of it, rather then when you are not. AT may be achieved by providing clients with 
self-monitoring sheets, which include questions such as, how often, how long did 
episodes last, how many hairs were pulled, what was the person’s emotional state. Clients 
who use those sheets often find themselves surprised when they discover their pulling 
patterns (Penzel, 2003). The second step, involves practising progressive muscle 
relaxation which will hopefully reduce some of the tension often related with the urge to 
pull one’s hair. Similar to this is the third step which involves training in diaphragmatic 
breathing, often used in meditation practices. The aim is to achieve relaxation and 
centring, so that the individual is more aware of his/her thoughts, feelings, sensations, as 
well as to reduce the high levels of stimulation that can often prompt hair-pulling. The 
fourth step, and the most important component of HRT, is training in competing response. 
This means that the person has to acquire a muscle tensing activity that is incompatible 
with and blocks the hair-pulling response. The most common activity used for avoiding 
hair-pulling in TTM is the clenching of the fist with the hand is used to pull out the hair. 
Finally, the fifth step involves social support, which means asking close friends or 
relatives to provide prompts and praise for the use of the competing response.
The efficacy of HRT for TTM has been supported by a number of single-subject and 
group-design studies (Azrin, Nunn, & Frantz, 1980; Mouton & Stanley, 1996; Rapp et al.,
1998). However, large randomized controlled trials have not yet been conducted. In 
general, several studies have shown that cognitive behavioural therapies are more 
effective than pharmacotherapy (e.g. Ninan, Rothbaum, Marsteller, Knight, & Eccard, 
2000; van Minnen, Hoogduin, Keijsers, Hellenbrand, & Hendriks, 2003), wait-list control 
(van Minnen et al., 2003), or placebo (Ninan et al., 2000) in treating TTM. Nonetheless, 
these studies have mainly made use of either single-subject designs (e.g., Deckersbach,
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Wilhelm, Keuthen, Baer, Jenike, 2002) or small group sizes (5-6 participants in each 
group; e.g., Ninan et al., 2000), and have failed to collect long-standing follow-up data.
Clinicians have also incorporated a number of other techniques to be used with HRT, 
such as thought stopping, stimulus control and cognitive restructuring, (Deckersbach et 
al., 2002; Ninan, et al. 2000; van Minnen et al., 2003). Stimulus control focuses on 
avoiding and removing stimuli that may cause the urge to pull one’s hair (Rothbaum, 
1992). Cognitive restructuring involves challenging and altering cognitive distortions that 
are often associated with hair-pulling such as perfectionism and the need for symmetry 
(Mansueto et al., 1997; Pelissier & O'Connor, 2004).
ACT and Experiential Avoidance
Even though the aforementioned techniques have proven to reduce the intensity and 
frequency of aversive private experiences, recent research suggests that there is a third 
variable, called experiential avoidance that may mediate the relationship between private 
events (thoughts and emotions) and hair-pulling behaviour. The term refers to when “a 
person is unwilling to remain in contact with particular private experiences and takes 
steps to alter the form or frequency of these events and the contexts that occasion them” 
(Hayes et al., 1996, p.l 154). In other words, it is the process of trying to avoid one’s 
experiences (thoughts, emotions, memories, physiological sensations), even if this results 
in long-standing behavioural problems. Through an anonymous internet survey, Begotka, 
Woods, and Wetterneck (2004), collected data on the relationship between experiential 
avoidance and hair-pulling severity, from 436 persons suffering from TTM. Results 
revealed that as participants reported being more experientially avoidant, they also 
engaged in more severe hair pulling, particularly when they struggled with pulling urges. 
Further research has shown that experiential avoidance mediates the relationship between 
shame related cognitions, fears of negative evaluation and beliefs about appearance, and 
pulling severity (Norberg, Woods, & Wetterneck, 2005). Taking into consideration these 
findings it seems that when dealing with TTM, it would be useful to consider a 
therapeutic approach that, apart from HRT, also targets experiential avoidance.
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A therapeutic approach that targets experiential avoidance is Acceptance and 
Commitment Therapy (ACT; Hayes, Strosahl, & Wilson, 1999). The core assumption in 
ACT is that psychopathology occurs because of psychological inflexibility, meaning the 
inability to change behaviour, even though doing so would serve valued ends (Haye, 
Strosahl, Bunting, Twohig, & Wilson, 2004). Psychological inflexibility has three related 
components (see Pierson & Hayes, 2007 for a more detailed description). The first 
component is cognitive fusion which refers to the process of being excessively attached to 
verbal formulation of events (i.e. rules), which leads to a failure to contact the 
environment in flexile ways. The second component is experiential avoidance. ACT 
assumes that pain is a normal and unavoidable part of the human condition and trying to 
avoid it or control it can lead to mental health difficulties. For ACT it is essential not to 
fight the pain but to develop a willingness to embrace all life experiences, not resisting 
your emotions but feeling them completely. Finally, the last component of psychological 
inflexibility is a lack of clarity in one’s values. Values are long-term desired ways of 
being which lead the person towards meaningful actions. When a person has lost track of 
his/her values then he/she behaves in ways which are defined by the expected immediate 
consequences of the behaviour. This results in one acting in accordance with rigid life 
rules rather than consciously chosen life values. ACT therefore uses experiential 
exercises and metaphors so as to promote acceptance and ‘de-literalize’ language, while 
focusing on moving the client toward his/her valued goals (Woods et al., 2006a).
Twohig and Woods (2004) attempted to combine ACT with HRT in a multiple-baseline 
across subjects design. They followed a seven session manual that combined ACT and 
HRT interventions for TTM. Four of the six participants reported significant reductions of 
their hair-pulling (measured through self-monitoring reports). Moreover, through using 
pre and post therapy photographs, it was shown that there was significant improvement of 
the damage caused by hair-pulling. Finally, the 3-month follow up revealed a significant 
relationship between therapy-related decreases in experiential avoidance and lower 
pulling severity. A much larger sample of 25 participants was used in a recent 12-week 
RCT which compared a waiting list, to combined ACT and HRT (Woods, Wetterneck, &
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Flessner, 2006c). Results revealed that participants in the ACT/HRT condition achieved 
66% clinically significant change whereas participants in the waitlist condition achieved 
only 8% clinically significant change. On a measure of impairment, results indicated a 
33% reduction in impairment ratings for participants in the ACT/HRT condition 
compared to a 6% reduction for participants in the waitlist condition. A follow-up 
evaluation of participants in the ACT/HRT condition indicated that the majority of 
therapeutic gains were maintained at 3-month follow-up (Woods, et al., 2006c).
Conclusion
Considering the confusion and debate around TTM in terms of its diagnosis, aetiology 
and treatment, this essay aimed to offer an overview of the different views available in the 
relevant literature. Researchers and clinicians agree that TTM is difficult to treat and that 
there is a need for long-term studies with follow ups, and research into alternative 
therapies (Watson & Winter, 2000). As counselling psychologists practicing from an 
integrative framework, it may be useful to employ a combined approach that targets 
different elements and characteristics of TTM. Thus, further research may look to clarify 
all the different components of TTM that may be targeted in therapy. In the current 
climate of evidence-based practice there is a danger of adopting a “one size fits all” 
approach, whereby therapeutic decisions are made solely on the basis of the diagnostic 
category which appears to fit the client’s overt symptoms (Watson & Winter, 2000). 
Therefore, it is important as practitioners not to lose sight of the fact that there are 
individual differences and that not all clients presenting with the same condition will 
respond to same kind of therapy. Individual differences and client’s personal style may 
also be a further target for research in TTM.
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Introduction to the therapeutic practice dossier
This dossier is related to the clinical experience I gained during my training. It contains 
brief descriptions of all the clinical placements I undertook. In addition, it includes my 
‘Final Clinical Paper’ which offers an overview of my personal and professional 
development as a counselling psychologist until now.
At this point, it is important to remind the reader that any information relating to the 
clients’ identity has been altered or kept to a minimum, in order to preserve the clients’ 
anonymity. All clients have been given pseudonyms and placement details have been 
excluded.
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Description of Clinical Placements
First Year Placement
My first year placement was at a Primary Care Counselling/Psychology Service of a large 
Mental Health NHS Trust. This was attached to two General Practice Surgeries located in 
South-East England. The counselling/psychology service was managed by a counselling 
psychologist. The service provided short-term therapy to adults from various ethnic, 
cultural and economic backgrounds. There was an approximately four month waiting list. 
Referrals were made directly from the GPs to the psychologists at the practice and 
included clients with various psychological difficulties such as anxiety issues, 
relationship difficulties, depression, bereavement and low self-esteem. Clients were 
offered one or two assessment sessions which were followed by six weekly 
counselling/psychology sessions of 50 minutes. The psychological orientation followed 
was integrative: mainly person-centred with elements integrated from psychodynamic and 
cognitive approaches when appropriate, in line with the clients’ individual needs.
Throughout this placement I was working two days a week (one day in each GP surgery) 
while I was supervised by a chartered counselling psychologist who offered individual 
weekly supervision of an integrative nature. My responsibilities included conducting 
psychological assessments and providing individual short-term therapy to clients. Within 
this placement, I also had the opportunity to participate in two team meetings of the 
Trust’s counselling/psychology primary care services. This experience helped me to 
familiarise myself with the developments of mental heath services and to discuss issues 
such as funding, collaboration between professionals of various disciplines, 
organisational issues and research outcomes for brief therapy in primary care settings.
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Second and Third Year Placements
As I decided to attend the course part-time, I had the opportunity of joining two 
placements of psychodynamic orientation within two years. For the first year of 
psychodynamic training, my placement was within the Complex Cases Team of a 
Secondary Care Psychotherapy Department in a London NHS Trust. The department was 
staffed with Psychodynamic Psychotherapists and Psychotherapists in Training. Referrals 
were taken from GPs, Psychological Therapies in Primary Care Teams (PTiPC) and 
Community Mental Health Teams (CMHT). Clients came from several cultural and 
economic backgrounds and presented with a variety of long-standing mental health 
difficulties such as depression and anxiety, trichotillomania, sexual abuse, BPD and 
eating disorders. Clients were offered an assessment session and then they were put on a 
waiting list. When a space was available, clients were offered individual therapy which 
lasted a year. The approach followed was psychodynamic with an emphasis in object 
relations and the theory of Melanie Klein.
My responsibilities included providing clients with individual long-term therapy of 
psychodynamic orientation for the duration of my placement. During my placement I 
received once-a-week group and, sometimes, individual supervision by a Psychodynamic 
Psychotherapist. Within this setting I also had the opportunity to attend four hours of RiO 
training and was responsible for updating the RiO database on a weekly basis. RiO is an 
electronic database with client information that is available to various mental health 
practitioners of the same trust. The aim of creating this database is to decrease the amount 
of client information kept on paper and to facilitate liaison between mental health 
professionals. Finally, I was able to attend one team meeting which included a client 
presentation and focused on the interpretation of dreams.
For the second year of my psychodynamic training, I continued working in the 
aforementioned placement once a week, and I also joined another placement twice a 
week. This was within the Psychotherapy Department of a General Hospital in the South
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East of England. The Department provided secondary care services offering long-term 
individual psychodynamic psychotherapy for 12-24 months. Referrals were accepted 
from GPs, Psychological Therapies in Primary Care Teams (PTiPC) and Community 
Mental Health Teams. Clients came from various ethnic/economic backgrounds and 
presented with long-standing mental health difficulties.
Within this department there was also a Family Therapy Clinic which offered services to 
couples and families where one or more adult members had been diagnosed with a mental 
health problem. A wide range of difficulties were treated such as relationships with 
different family members, bereavement issues and difficulties arising from having to deal 
with mental health issues in the family. Families were seen by a team of therapists with 
backgrounds in psychiatry and psychodynamic and systemic psychotherapy. Sessions 
took place every two to four weeks and lasted for 75 minutes. The orientation followed 
was mainly systemic with an integration of psychodynamic ideas when this was 
appropriate.
My responsibilities in this setting included seeing clients for long-term individual therapy 
of psychodynamic orientation for the duration of my placement. In addition, I participated 
in the Family Therapy Clinic and was part of a reflective team of therapists observing the 
work of colleagues through a two-way mirror. Moreover, I had the opportunity to offer 
therapy to families and couples while being observed by other therapists. For my 
individual therapeutic work, I received individual weekly supervision from an adult 
psychotherapist who worked from an eclectic psychodynamic stance. I also received 
supervision and feedback on my work with couples and families from all the members of 
the Family Therapy reflective team. Finally, I was able to attend Family Therapy Forums 
that were organised along the trust every three months. In these forums family therapists 
as well as psychology trainees from different disciplines would gather in order to present 
and discuss different issues relevant to the family therapy practice.
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Fourth Year Placement
In my fourth year of training I joined two different NHS settings in South East England 
(while I was also given the opportunity to carry on working with one of my clients from 
previous year’s psychodynamic placement).
One setting was at a Community Health Psychology Service. The Service provided for 
the psychological needs of adult patients and their carers whose emotional or mental 
health problems were either caused by a physical health problem, thought to be making it 
worse, or making it hard to manage. Referrals were accepted from CP’s and other health 
professionals. There I worked with survivors of leukaemia, breast cancer and brain 
tumour, as well as people who suffered from various other medical conditions such as 
hypermorbility syndrome, Crohn’s disease and epilepsy. The psychologists who worked 
in the service were Clinical and Health Psychologists as well as Trainee Counselling 
Psychologists.
The other setting was at a Primary Care Psychology Service, attached to a General 
Practice Surgery. This service was staffed with myself and a Clinical Psychologist (my 
supervisor) and provided short-term therapy for clients with various mental health 
difficulties such as specific phobia, panic attacks, sleeping problems, anxiety and 
depression. Referrals were made directly from the GPs to the psychologists/trainees in the 
practice.
The orientation followed in both settings was mainly 2nd and 3rd wave CBT often 
informed by ACT (Acceptance and Commitment Therapy) theory and practice. Clients in 
both settings were offered one or two assessment sessions, which were followed by six 
weekly therapy sessions with possibilities of extension if that was considered necessary. 
My responsibilities in both settings included conducting psychological assessments and 
providing individual short-term therapy to clients. For each setting, I received individual
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weekly supervision by two Clinical Psychologists whose work was informed by CBT and 
ACT theory.
During my placement I also had the opportunity to participate as a co-facilitator with my 
supervisor in two ACT groups with a different therapeutic focus. The first group was 
dealing with the management of chronic pain, whereas the second group took place 
within a CMHT and consisted of clients with severe and enduring mental health 
difficulties. Finally I attended two days of RiO training in order to familiarise myself with 
the new version of this programme, and I updated the RiO electronic database weekly.
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Final Clinical Paper
On becoming ‘seriously playful’
Individual differences and bonding: from individuation to connection
A feature of my personality is my inclination to be open to new experiences. This is 
manifested through developing a wide range of interests and activities, such as my 
interest in arts and meeting people from various cultures through travelling. Central to 
this variety of experiences was my participation in an amateur theatre group during my 
undergraduate course. It was through this group that I came to understand the value of 
building close relationships even with individuals that seemed very different from the 
people I would normally approach as my friends. The bonding that developed between us 
and the effort to work through our individual differences in order to create something new 
together was a very powerful experience.
With all due differences, I believe that the importance that counselling psychology places 
on the therapeutic relationship can, similarly, offer a very powerful therapeutic 
experience to clients. At the same time, I have appreciated counselling psychology’s 
critical stance towards a ‘one size fits all’ approach that deeply respects people’s right to 
be different from one another. I believe that the engagement with various models of 
therapy and research methods equips counselling psychologists with the flexibility needed 
to adjust to clients’ individual needs. Moreover, I think that this stance is also respectful 
of therapists’ individual differences, as it encourages them to develop their own way of 
working, rather than adhere to one specific model.
I see the writing of this paper as an opportunity to reflect upon my own journey towards 
becoming a counselling psychologist, as well as to provide the reader with an account of 
the most important experiences that have contributed to my professional development and 
to the way I currently see myself as a practitioner. I will also reflect upon my personal 
development and therapy, as I think self-awareness is central to an ethical therapeutic
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practice. Finally, I intend to look at how my experience of conducting my own research 
has also contributed to my professional identity.
First Year: Learning to ‘be with’
My first placement as a trainee counselling psychologist was with a Primary Care 
Counselling/Psychology Service. Referrals were made directly from the general 
practitioners (GPs) to the counsellors/psychologists at the practice and included problems 
such as anxiety issues, relationship difficulties, depression, low self-esteem etc. The 
psychological orientation followed was integrative: mainly person-centred with elements 
from psychodynamic and cognitive approaches. Clients were offered one or two 
assessment sessions which were followed by six weekly counselling sessions with 
possibilities of extension.
I can still recall my very first therapeutic encounter - an assessment conducted together 
with my supervisor - and the impact that this had on my personal and professional 
development. Mrs P was a 40-year-old white British woman, married, with two young 
children. She decided to attend counselling after the sudden death of her grandmother, 
while she was away on vacation with her family. As she was in another country, Mrs P 
was not able to attend the funeral and - not wanting at the same time to ‘spoil’ her 
children’s vacation - she did not express her feelings of grief. I remember feeling quite 
overwhelmed while hearing Mrs P’s story and found it difficult being in the room with 
her for the rest of the assessment. Having just left my country had not been easy for me. 
There were too many losses to deal with and now, through my client’s story, I was faced 
with the potential loss of one of the most important figures in my life, my grandmother. 
This was accompanied by feelings of failure, guilt and shame, for not being the ‘strong’, 
containing, therapist that I had envisaged for myself in my first steps as a counselling 
psychology trainee.
This was my first experience of how clients’ material can sometimes bring up the 
therapist’s personal unresolved issues, and how supervision and personal therapy can
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offer a containing thinking space for self-reflection, awareness and support. Taking this to 
my personal therapy enabled me to come into contact with my own unresolved feelings of 
grief about what I had left behind and my fear of potential future losses. I also remember 
my university supervisor at the time, stating that supervision is the space where we are 
given the opportunity to show our weaknesses as therapists. Taking up this opportunity 
proved to be a valuable learning experience for me. Seeing my supervisor being touched 
by my experience, I came to realise that therapists can be as vulnerable as their clients. As 
stated by Pierson & Hayes (2007), client and therapist are both human beings facing their 
own struggle with issues that originate from the nature of the human condition. Yalom 
(2002) also talks about the ‘myth’ of ‘the fully analysed therapist’ and points out how 
“We are all in this together and there is no therapist and no person immune to the inherent 
tragedies of existence” (p. 8).
While this was in the context of supervision, I experienced my supervisor’s empathy, 
congruence and non-judgemental attitude as quite ‘therapeutic’. Through this experience, 
I realised how the three core conditions (Rogers, 1951) can facilitate clients’ disclosure 
and access to their most difficult thoughts and emotions. Furthermore, I was able to see 
how I could use my own vulnerable feelings as a tool for understanding and empathising 
with my clients’ unresolved grief. Nonetheless, I soon discovered that, although having 
similar experiences with clients can sometimes offer a better insight into their emotional 
world, at other times it may also be misleading.
This was the case with Mr A, a 47-year-old white Latin American man, who came to 
therapy because of feeling low for four months preceding our first session. From the 
beginning of therapy, Mr A and I connected really well and the positive father - daughter 
transference that developed between us facilitated a strong bond. Later on, it became 
evident that Mr A had experienced many losses of significant others in the past, which 
had not been processed at the time. Having myself moved to England from another 
country, I formulated that leaving his country was yet another unprocessed loss. It was 
actually a surprise when Mr A disclosed that coming to England had, for various reasons,
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felt quite liberating for him. Making assumptions about my client’s feelings led to 
missing out important material about his life story, personality and current experience. 
Since identifying that in supervision, I was able to pay more attention and be more 
‘curious’ about my client’s subjective experience and it was quite rewarding when, at the 
end of our sessions, Mr A disclosed that he felt he had gained a better insight of himself.
In the beginning of my first year of training, I often fluctuated between ‘doing to’ and 
‘being with’ my clients (Tolan, 2003). Led by my anxiety to be a ‘good’ therapist and the 
time pressure of six sessions, I sometimes got carried away by my own assumptions, 
which in turn affected my ability to listen carefully. Nevertheless, working within the 
person-centred approach, ‘forced’ me to take a step back and tune in to my clients’ 
subjective experience more. Focusing on being congruent, empathie and accepting of my 
clients in an unconditional manner, helped me to be fully present with them in the room. I 
now believe that the six core conditions should form the basis of any therapeutic 
encounter, in that they offer a containing, trusting and safe environment which helps 
strengthen the therapeutic relationship and facilitates client disclosure. By the end of that 
year I felt more able to enjoy the privilege of being trusted to join my clients as a “fellow 
traveller” (Yalom, 2002, p.8) in their journey towards self-awareness and growth.
Second and Third Year: Re-visiting the psychodynamic paradigm in practice
Starting the year of psychodynamic practice, was something I had longed for with great 
enthusiasm. I remember how fascinated I felt when first introduced to Freud’s ideas in my 
teenage school years and how that became the trigger for me to become interested in 
psychology. Later on, I spent a great part of my undergraduate course looking into 
psychodynamic theories and conducted a quantitative research on defence mechanisms 
and artistic creativity for my dissertation. And although I had read about the different 
psychodynamic theories, I felt that this orientation was so vast and rich that there was still 
a lot to be ‘discovered’. Moreover, while psychodynamic theory had already influenced 
my thinking and formulation of clients’ issues in the previous year, I still did not have a 
clear picture of how it is to deliver therapy in a ‘psychodynamic way’. I therefore saw this
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year not only as an opportunity to expand my knowledge on the theory, but also to learn 
how these ideas could be put into practice.
I have for a long time felt intrigued by the mysteries of the unconscious mind. Through 
observing myself and others, I often noticed that human beings do not always behave in a 
rational manner and the concept of the unconscious made it possible for me to ‘decipher’ 
behaviours that seemed inexplicable at first sight. Everything happening in the room with 
clients seemed to have a meaning and it felt like my therapeutic work came to reflect 
something of my childhood aspiration to become an archaeologist. There was a lot of 
‘mystery’ involved and a lot of ‘digging into’ the past in order to make links with the 
present. Childhood experiences became crucial for this kind of work and looking into 
them seemed to throw a light onto some other aspect of my clients’ current experience. 
Through my therapeutic work, but also my own experience of being in therapy, I came to 
the conclusion that looking into the past may help clients (and therapists) to make sense 
of and build a more complete narrative and formulation of themselves and their issues, to 
understand their influences (past and present) and eventually, to become able to separate 
themselves from those and make conscious choices for the future.
Having the chance to work long-term with clients gave me the freedom to enjoy every 
moment of being with them in the room, constantly observing at the same time the 
therapeutic process, their reactions, and my own internal processes. And although at times 
I found it draining to write long verbatims of my sessions, I was at the same time 
fascinated by what I ‘discovered’ between the lines when going back to read them. By the 
end of my second year I learnt to really value this way of reflecting on my work and 
continued to use detailed verbatims when I joined my second psychodynamic placement, 
even though this was not a requirement. Another very interesting aspect of 
psychodynamic work for me was the focus on the process and key issues such as breaks, 
silences and boundaries, my conceptualisation of which was complemented by Milner’s 
(1952) notion of the analytic frame.
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Wanting to immerse myself in psychodynamic thinking at the beginning of my second 
year, I decided to change from seeing an integrative counsellor, to seeing a 
psychodynamic psychotherapist. From very early on, I felt very connected to my new 
therapist and it was as if I gained greater self awareness in every single session I attended. 
It was not long though before there was some confusion with the timing of the sessions 
and the boundaries became blurred. I remember that this disruption in the ‘frame’ brought 
up in me very intense feelings of disappointment and anger, as if I had been ‘failed’ by 
the therapist whose interventions I so valued in the beginning of our work. Through this 
process I was able to reflect upon my own need to idealise my therapist and what her 
‘failing’ to keep firm boundaries meant for me. As a result, I became more aware of the 
importance of boundaries in my own work, as well as the effect that breaches of the 
‘frame’ may have on my clients. ‘Failing’ clients seems inevitable, but from my 
experience as a client and therapist, I learnt that such difficulties may be overcome and 
even strengthen the therapeutic relationship as long as they are explored. As Kohut (1971) 
argues, it is important that the client comes to a point where he/she realises that the 
therapist is a fallible human being. This may help the client to come to terms with his/her 
own fallibility and to feel in this way less rageful, lonely and ashamed, and more 
empathie and creative.
By the end of my second year on the course I had to make a difficult choice about the 
future. As I had very few hours of psychodynamic practice I had to decide whether I 
would take another year of psychodynamic training part-time or whether I would move 
on to the ‘CBT year’ and make up for my missing client hours at the end of my training. 
My interest in psychodynamic work, as well as my personal slow pacing style, led me to 
the decision to continue with psychodynamic training and attend the course part-time. As 
a result, I gained the opportunity to practice psychodynamic work for two years instead of 
one and to join two different placements of psychodynamic orientation. My first 
placement was with the Complex Cases Team of a NHS secondary care service and my 
second placement was at the Psychotherapy Department of a NHS General Hospital. In 
both placements, clients were offered individual psychodynamic psychotherapy which
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lasted for a year (or up to 2 years in my second placement). Within these two settings, I 
had the opportunity to work with survivors of childhood sexual abuse and clients who 
presented with a range of long-standing mental health difficulties such as recurrent 
depression, anxiety, unstable personality disorder and trichotillomania.
Although the orientation followed in both placements drew mainly from object relations 
theories, it was interesting to notice how different my supervisors were in conceptualising 
clients and their psychological difficulties, as well as their interpretation of the 
interactions in the therapy room. My first placement supervisor came from a strong 
Kleinian background and placed great importance on transference/countertransference 
dynamics. Trying to conceptualise and ‘translate’ the client’s words into something that 
had a meaning for the transferential relationship (Clarkson, 2003) seemed very 
challenging and exciting at the time. I found myself drawn to Melanie Klein’s (1932) 
concepts of splitting and the paranoid schizoid and depressive positions. It was intriguing 
to see how these ideas played out in practice and how, as the therapy progressed, some 
clients came to integrate the ‘good’ and ‘bad’ in me, themselves, and others. 
Nevertheless, as time went by, I gradually found myself attending more and more to the 
reparative/developmentally needed relationship (Clarkson, 2003). This was also 
encouraged by my second placement supervisor who was mainly influenced by the 
Winnicottian paradigm. Consequently, I developed an interest in Bion’s (1962) notion of 
the container and the contained, as well as Winiccott’s (1953; 1967) concept of the ‘good 
enough’ mother/therapist who ‘mirrors’ and provides a ‘holding’ environment for the 
infant/client.
At this point, I would like to refer to my work with Mrs J in order to demonstrate how the 
aforementioned ideas became alive in my practice. Mrs J, a 41-year-old woman who 
suffered from trichotillomania (TTM), was initially very ambivalent about coming to 
therapy. For the first seven months (out of sixteen months overall), she attended therapy 
on every other session and called the department on the day in order to cancel. Although I 
initially tried to explore with her the meaning of her cancellations, Mrs J always
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presented a very ‘concrete’ reason of why she had not attended and found it difficult to 
see the pattern. Mrs J had a long history of feeling criticized by significant others, mainly 
her father and currently her husband. Similarly, after a while, I started feeling critical of 
her and annoyed with the cancellations. Through supervision I was able to identify that I 
was ‘caught up in the transference’, ready to react just like all the critical ‘others’ in her 
life. Exploring my counter-transferential feelings of irritation helped me to resist this 
urge. Instead, I focused more on providing a “corrective emotional experience” 
(Alexander & French, 1946, p.66) for Mrs J. This was done through trying to understand 
and interpret her cancellations in relation to her past and her feelings about the therapy. 
At the same time, I acknowledged and empathised with the real difficulty of keeping a 
schedule, while being a mother of two small children. Finally, I was also mindful of the 
fact that even mentioning her cancellations might sound like a criticism to Mrs J and 
addressed that with her. It seems that in this way I was able to provide a safe space for 
Mrs J, where she could think about and verbalise her feelings rather than act them out, 
and she eventually engaged in regular attendance.
By the end of our sessions, Mrs J disclosed feeling “contained” and as if she had “just 
come out of years of anxiety and depression”. However, there was no change in the 
symptom of hair-pulling. Having done some research on TTM at the time, I was aware 
that, due to its high comorbidity with other conditions (mainly anxiety and depression) 
there is a lot of confusion around its classification and treatment (see for example, 
Christenson, Mackenzie, & Mitchell, 1991). I also knew that Habit Reversal Training 
(HRT) is currently reported as the best available treatment for this condition (Elliot & 
Fugua, 2000). However, Mrs J had already received some Cognitive Behavioural Therapy 
(CBT) in the past and she had not found it helpful. Towards the end of therapy, and in the 
context of discussing the future, Mrs J disclosed that, as a result of our sessions, she now 
felt more confident about her ability to engage in a CBT process. Indeed, she seemed 
much more motivated and willing to address the specific symptom, and I therefore, I 
referred her on for CBT (specifically HRT if that was possible). This experience 
reminded me once again that there is no ‘one size fits all’ therapy for (TTM) clients, and
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that it is essential to take into consideration the specific needs of that specific client, at 
that specific time.
Within my second placement, I also attended a Family Therapy Clinic which offered 
services to couples and families, where one or more adult members had been diagnosed 
with psychological difficulties. Families were seen by a team of therapists with 
backgrounds in psychiatry, psychodynamic and systemic psychotherapy. During my 
placement there, I had the opportunity to work with families and couples while being 
observed by other therapists through a two-way mirror. I remember some of my 
colleagues feeling ‘intimidated’ whenever I mentioned that my work was being observed. 
For me, however, this experience was not only far from scary, but it also became one of 
the most valuable and enjoyable learning experiences in my four years of training. I 
appreciated the non-judgemental, trusting and ‘adult-to-adulf relationships that were 
encouraged by the members of the team and felt more like a co-therapist rather than a 
trainee whose work was being ‘monitored’. Through being observed, I gained important 
feedback about my work from very experienced therapists. At the same time, through 
watching myself on a video, I noticed things about my practice that I had not been aware 
of before, such as my body posture, my facial expressions and tone of voice. Moreover, 
through observing the therapeutic work of other therapists and trainees, I was able to see 
how, even within the same (systemic) approach, people can work very differently 
bringing elements of their personality into the work. Concepts from very diverse 
theoretical orientations were blended together and used in combination with systemic 
ideas. In other words, my participation in this team gave me a more integrative view of 
therapeutic work.
Overall, the experience of joining two different psychodynamic placements at the same 
time, as well as a Family Therapy team, had a great impact on my confidence as a 
therapist and my ability to develop my own personal therapeutic style.
68
Fourth Year: ‘Acceptance’ of and ‘Commitment’ (ACT) to CBT practice
Again this year I had the opportunity to work within two different settings and two 
different supervisors, but this time it was within the same Trust. One setting was in a 
Community Health Psychology Service where I saw clients whose psychological 
difficulties emerged as a result of a physical health problem. There I worked with 
survivors of leukaemia, breast cancer and brain tumour, as well as people who suffered 
from various other medical conditions such as hypermorbility syndrome, Crohn’s disease 
and epilepsy. The other setting was within a GP surgery where I worked with people who 
presented with a variety of mental health difficulties such as specific phobias, panic 
attacks, sleeping problems, anxiety and depression. Both settings offered approximately 
six to eight sessions and the orientation followed was second and third wave CBT and 
specifically Acceptance and Commitment Therapy (ACT).
Moving on to my third year of training was initially very unsettling. Although I had felt 
very excited about trying out a new way of working, in practice things proved to be more 
complex than what I had anticipated. Having already worked psychodynamically for the 
previous two years, I found it very difficult adjusting to the new model. Working within 
eight sessions, with the purpose of achieving specific goals, felt very pressurising after 
having experienced the ‘luxury’ of long-term exploratory work. It was as if I had to 
‘forget’ everything I had learnt for the past three years and start from the beginning. My 
first year anxieties and insecurities came to re-visit me and I struggled to keep the 
confidence that I had built as a therapist.
This became evident in my work with my first client from the Health Psychology 
Department. Mr S was a 54-year-old white British man who suffered from hypermobility 
syndrome. From the very first session it was obvious that Mr S felt the need to ‘offload’, 
and I found myself sitting back, feeling flooded by information, unable to interrupt and to 
make any kind of meaningful intervention. Within the next two sessions, this pattern of 
communication continued and I started feeling very anxious and frustrated with my 
difficulty to stop my client. Having worked long-term in the past, I immediately felt the
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pressure of working with a new model (CBT) that requires you to have a specific 
structure, feasible goals and an obvious outcome in a very limited time. Therefore, I had 
to overcome not only my client’s tendency to wander off, but also my own difficulty with 
being more active and structured in sessions.
With the help of my colleagues at university group supervision, I noticed that, in my 
eagerness to engage with the new model and to identify goals, I had neglected the 
relationship and overlooked the dynamics that were evolving between me and my client. 
Fortunately, my placement supervisor, though working mainly within a CBT framework, 
was also influenced by systemic ideas, and welcomed any reflections on relational 
processes. Through supervision and personal therapy, I was able to identify and explore 
powerful transference feelings. As Mr S reminded me very much of my own father, I had 
very positive and caring feelings towards him, and empathised with his need to talk. In a 
way, I colluded with his tendency to drift away and loose focus. On the other hand, due to 
our age difference, there was a part of me that felt it would be disrespectful to interrupt.
My supervisor encouraged me to be ‘myself, and to openly give feedback to Mr S about 
how I perceived him. Doing this brought into the surface one of the basic themes related 
to Mr S’s current difficulties: feeling isolated and ‘bottled up’. Looking at how he could 
improve his communication skills and enrich his social life became the agreed goal and 
the focus that we were looking for. What I learned from my work with Mr S was the 
significance of the therapist’s transparency and how the CBT approach could be used in 
order to work explicitly with any difficulties in the therapeutic relationship (Safran & 
Muran, 2000). The task for me was to find my own way of working within a CBT 
framework, incorporating within that all the concepts that had influenced my practice in 
the previous three years.
An example of this integration of different concepts can be given through my work within 
the Health Psychology Department. From my very first ‘health psychology’ work with 
Mr S, I noticed that the difficulties which my ‘health’ clients currently presented with
70
were often linked to some dysfunctional schema that was present even before their 
physical illness and went back to their early experiences. This brought to mind the 
psychoanalytic theory on PTSD, which is not concerned with the trauma per se, but with 
the possibility that this trauma has reawakened an unresolved internal conflict from 
childhood (Garland, 1998).
Mrs M for example, a 54-year-old white British woman, came to see me after surviving 
breast cancer and leukaemia. Although she had completely recovered since 2005, she was 
feeling depressed and unmotivated. While discussing her childhood, Mrs M revealed that 
she had always felt "second class” due to her father’s criticism of her and the constant 
comparison with her ‘perfect’ sister. These feelings of inadequacy and low confidence 
had been precipitated by the traumatic experience of having leukaemia and staying in 
hospital for a whole year, loosing most o f her previous competencies and being 
completely dependent on others. The schema of inadequacy re-emerged in a new form: "I 
am half the person I used to be”. Linking this to the past helped Mrs M to see her 
difficulties as something that was part of her internal experience, rather than ‘blame’ 
everything on the leukaemia. At the same time, I was mindful of empathising with how 
traumatising such an experience might be. This way of conceptualising her issues seemed 
to have given her a sense of agency as she appeared less depressed and more motivated to 
make changes for the future.
One of the things that I appreciated in this year’s placements was the diversity of 
experiences that they offered. Apart from working with both physical and mental health 
difficulties I also had the opportunity to participate as a co-facilitator with my supervisor 
in two ACT groups with a different therapeutic focus. The first group was dealing with 
the management of chronic pain, whereas the second group took place within a CMHT 
and consisted of clients with severe and enduring mental health difficulties. It was 
interesting to notice how the same therapeutic model ‘landed’ within different client 
groups and to assess with my supervisor how we could adjust our approach accordingly.
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Overall this year, although I initially struggled with the transition from psychodynamic to 
CBT practice, I was finally able to find my own way of working. This process was 
facilitated by my supervisors who were both very supportive and open to the integration 
of different therapeutic ideas within my work. Gradually, I found myself being more and 
more interested in third wave CBT and specifically Acceptance and Commitment 
Therapy (ACT; Hayes, Strosahl, & Wilson, 1999). What attracted me to this orientation is 
that it appears to take a more ‘holistic’ therapeutic approach to psychological difficulties 
than traditional second wave CBT, taking into consideration all human internal 
experiences (such as thoughts, feelings and bodily sensations). Another element which I 
find refreshing in ACT is that it does not attempt to alter those internal experiences. On 
the contrary, it aims to embrace completely every aspect of human experience, with the 
aim of enabling the individual to live a more fulfilled life. I find this approach deeply 
respectful to the clients’ phenomenological world, which also is in line with the 
counselling psychology stance of attending to clients’ subjective experience.
The role of research
Being a member of an amateur theatre group for four years has influenced greatly the 
development of my personality as well as the way I relate to other people. As the group 
was working mainly through improvisation, we used ourselves and our personal 
experiences as the main tool of dramatic expression. This offered a lot of scope for 
personal reflection as well as the opportunity to explore different ways of being in a safe 
way. At the same time, there was always an element of powerful emotional release, a 
catharsis which felt liberating and curing at the same time.
In the process of choosing my research topic, I felt excited about the idea that I could 
combine my interest in theatre with my therapeutic work and explore how these two 
could be combined in therapeutic practice. What was it about my theatre experience that 
felt so ‘therapeutic’? Could this be something that I could use in my own work with 
clients? With these questions in mind I decided to research the use of drama techniques 
within psychotherapeutic practice.
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Corning from a strong quantitative background I always struggled with the supposed split 
between the objectivity of research and the subjectivity of practical therapeutic work. 
However, engaging in qualitative research gave me a different perspective. It was 
refreshing to ‘discover’ that there are research methods which explore people’s 
interpretations of certain psychological phenomena, rather than focusing on finding a 
single fixed ‘truth’. Through using IPA (Smith, 1996) and Template Analysis (King, 
1998) I was able to realise the potential of research to produce results that take into 
account the subjective, our personal understandings of the world.
My engagement in research also gave me a different perspective of my own work with 
clients. Although I had read about the relevant theory and previous research, it was only 
through interviewing my participants and analysing my own data that I felt I had gained 
an insider’s view of how it is for clients to role-play something in the therapy room and 
what are the relevant difficulties that therapists are faced with when using those 
techniques in therapeutic practice. Taking into account clients’ personal views as well as 
the views of experienced therapists, I started feeling more confident about using those 
techniques in my own practice and I actually tried them out at occasions where this felt 
relevant to my clients’ presenting difficulties. In general, being influenced by my research 
project, I started being more creative and playful in my therapeutic work.
Drama techniques, Person-Centred, Psychodynamic, CBT, ACT and much more
While conducting my final year research project I came across a therapist who 
highlighted the importance of being playful in our work with clients. Indeed Winnicott 
(1958) had long ago talked about the notion of ‘play’ in therapy. At the same time, this 
therapist noted that clients will not engage in any technique unless the therapist is 
“serious” about using it. Indeed, in any kind of play there are specific rules that need to be 
‘seriously’ respected, the most important of which is to keep imagining the frame (Carse, 
1994).
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I think that this metaphor of ‘serious play’ - first used by Plato to describe the process of 
Socratic dialogue - is something that reflects how I perceive my practice after these four 
years of training. Through working with different models, I feel that I have now acquired 
a rich set of ‘toys’ that I can use while ‘playing’ with my clients the ‘game’ of therapy 
within a ‘serious’ safe framework. I now see myself as an eclectic practitioner that uses 
concepts from different theories in order to ‘tailor’ a ‘new’ therapy for each client 
according to their individual needs at that specific time (Yalom, 2001).
At the same time - as demonstrated through the aforementioned examples of my 
therapeutic practice - 1 place great importance in developing the therapeutic relationship 
as the basis of my work. From an evidence-based practice point of view, this is in line 
with relevant research evidence which suggests that the quality of the therapeutic 
relationship is the most important factor in predicting treatment effectiveness (e.g. Martin 
et al., 2000). Practising various therapeutic models has made it possible for me to view 
the therapeutic relationship through different angles. I am now more attentive and able to 
work with the different levels of the therapeutic relationship as described by Clarkson’s 
five facets model (Clarkson, 2003).
Coming towards the end of this course by no means do I see this as the end of my 
personal and professional development. On the contrary, I consider the process of 
becoming a counselling psychologist as a continuous and never-ending journey (Bion, 
1975). I feel very excited about the future and the new learning that this will bring and I 
look forward to expanding my knowledge and experience through CPD and further 
therapeutic encounters. At the same time I feel it is important for me to maintain my 
commitment to the ‘use of self, through personal therapy.
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Introduction to the research dossier
This dossier contains a literature review and two research reports conducted during my 
training. The literature review explores the potential utility of drama techniques in 
advancing the therapeutic process, by reviewing three therapeutic modalities that use the 
language of drama, namely psychodrama, dramatherapy, and the gestalt two-chair 
technique. The first research report is a qualitative study which explores how clients 
experience the use of drama techniques in their therapy. Finally, the second research 
report uses a qualitative approach to investigate therapists’ experiences of using drama 
techniques in their work.
78
Literature Review:
The potential utility of drama techniques in advancing the 
therapeutic process: A review of relevant literature
Abstract
A range of drama techniques have been used throughout the centuries for therapeutic 
reasons. Three modalities that use the language of drama, namely psychodrama, 
dramatherapy, and the gestalt two-chair technique were reviewed, with the purpose of 
exploring how drama techniques can be used in order to advance the therapeutic process. 
The review showed positive effects in therapy for all three modalities, especially when 
dealing with conflict splits, antisocial disorders and schizophrenia. However, the danger 
of the techniques releasing overwhelming emotions was also noted. It was concluded that 
recent research in the field is limited. Implications for clinical practice and suggestions 
for future research are also discussed.
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Introduction
Various drama techniques, such as role-playing, role reversal, dramatic improvisation, 
rehearsal, performing, storytelling, re-enactment of special events and so forth, have been 
used throughout the centuries for therapeutic reasons. Drama has its roots in the healing 
rituals and early shamanic practices of ancient societies, such as the performance of the 
ancient Greek Eleusinian mysteries (Brockett 1991; Emunah, 1994). As Kipper (1996) 
outlines in his historical overview, role-playing has been “associated with the alleviation 
of feelings of helplessness and uncertainty; with reducing the discomfort caused by fears; 
with instilling hope; with forming a coherent sense of self-identity; with healing; and with 
efforts to enhance understanding among people” (p. 101).
Many social scientists (e.g. Mead, 1956), have seen people as actors who play certain 
roles which are assigned behaviours from their environment. Goffman (1959) 
acknowledges the theatrical nature of life and views identity as a presentation of 
ourselves in role to a particular audience. Moreno (1987) argues that the self emerges 
from the roles we play and that role-playing is a way of making the unconscious 
conscious. Landy (1993) believes that role is a mediator between self and other, and that 
an understanding of the roles we play can promote a healthier life.
In the late nineteenth century and throughout the twentieth, new attitudes towards mental 
health and the development of different psychotherapeutic approaches, led to greater 
understanding of the significance of the "as i f  reality upon which drama depends (The 
British Association of Dramatherapists, n.d.). There are several therapeutic modalities 
that use the language of enactment and drama as a means of promoting positive change. 
In this review, we chose to look into three of those modalities namely, psychodrama, 
dramatherapy and the gestalt empty chair technique. In all three techniques, the client 
enters a ‘surplus reality’ (Moreno, 1987, p.7) through which he/she is able to elaborate 
creatively current issues and his/her relationship with others. With the help of the imagery 
the client takes action, expresses in the here and now of therapy what has remained 
unexpressed in real life, and gains alternative perspectives by the use of role-playing and
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role-reversal. The simulation of the person’s behaviour and interactions in the therapy 
room, results into a powerful emotional and cognitive experience with high levels of 
immediacy, making it more accessible for the individual to recreate these moments in real 
life.
The purpose of this review is to examine how these action-based drama techniques can be 
used by counselling psychologists in order to advance the therapeutic process. Through a 
brief overview of theory and a more detailed review of relevant research we aim to 
explore the therapeutic factors of each modality and to define their suitability and 
effectiveness for different clients and different psychological difficulties.
Psychodrama
One of the oldest approaches that used drama and role-play techniques as a form of 
therapy is Moreno’s classical or protagonist-centred (Holmes, 1991) psychodrama. 
Moreno named the date 1 of April 1921 as its official starting date, but it was not until 
many years later that psychodrama was put together as a distinct psychotherapeutic 
approach (Kipper, 1996). Moreno (1987) believed that the ability to create is a basic 
feature of the human nature that holds people responsible for their own creativity. 
Individuals have an inner drive called ‘act hunger’, which is “the desire to act towards 
being creative” (Garcia & Buchanan, 2000, p. 177).
As described by Kipper (1996), psychodramatic theory is based on four fundamental 
concepts: spontaneity, creativity (or the creative act), cultural conserves and the warming 
up. Spontaneity in psychodrama does not have the same meaning as in every day 
language where it entails a sense of lack of control. For Moreno spontaneity is “capable 
of moving in prescribed directions” (Kipper, 1996, p. 108). It is a sufficient response to 
new circumstances or a new response to circumstances that have reoccurred in the past. 
The creative act (or creativity) is the means through which spontaneity is expressed. It is 
sudden and unpredictable and it aims to transform the reality within which it emerges.
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The cultural conserves are the products of the creative act. These can be a novel, a work 
of art, or even ‘fixed’ behaviour patterns. Finally, the warming up is the process that 
prepares people to engage in spontaneous-creative behaviour.
The purpose of therapy in psychodrama is to enhance “the client’s spontaneity as it is 
expressed through the creative act” (Kipper, 1996, p. 109). The creative act presents itself 
in the here and now, and that is the reason why psychodrama focuses on the person’s 
concrete behaviour. For Moreno (1987), talking about this behaviour in the abstract is like 
losing something from its meaning. We can discover the true meaning of something only 
when this appears in its original context. Each thing or idea has its own most appropriate 
locus where it finds the most perfect expression of its meaning. This means that, ideally, 
behaviour needs to be viewed and transformed in its natural context. But because this is 
not possible, the next best approach is the simulation of this behaviour in the therapist’s 
room (Kipper, 1996).
From a psychodramatic point of view the curative process in therapy occurs through 
catharsis and training. The term catharsis stems from Aristotle who used it to describe 
the purpose of ancient Greek tragedy: the spectators experience a release of deep feelings 
associated with a sense of purification for the mind and the psyche (Jones, 1996). This is 
what Moreno later on called passive catharsis. However, for him catharsis had a much 
wider meaning. Moreno also distinguished between active catharsis, which is what a 
person experiences when he plays his own drama, (Tauvon, 2001) and catharsis o f  
integration, which occurs through a process of identification with the views and problems 
of other people (Kipper, 1996). The later implies that the client cannot achieve catharsis 
just by expressing his own self. The presence and participation of at least one significant 
other (even in the imagery) is indispensable (Kipper, 1996). Training, on the other hand, 
serves two main purposes in classical psychodrama. The first is to facilitate and enhance 
the client’s spontaneity and the second is to expand the person’s role repertoire (Kipper, 
1996). Sternberg and Garcia (1989) define role repertoire as the amount of roles an 
individual uses and has used in his life, whereas Emunah (1994) also includes the roles
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that a person enacts which can later on be used in real life situations. Moreno believed 
that the self emerges from roles and thought of people as role players (Doyle, 1998).
Research
There is little recent research on the effectiveness of psychodrama as a form of therapy 
and the literature mainly consists of descriptive studies rather than empirical ones 
(Kellermann, 1987; Vasco, 1995). Blanter (1973) and Kipper and Ritchie (2003), also 
echo the opinion that there is a lack of appropriately controlled studies in psychodrama 
research, whereas Kane (1992) in her review on the effects of psychodramatic techniques 
concludes that therapists should conduct more quantitative and qualitative studies in order 
to enhance the amount of empirical research and evidence in the field. This might be a 
reflection of the views of the founder of psychodrama, who believed that the client’s here 
and now experience is what matters the most and that careful therapist observations and 
honest reports from clients are enough to prove the validity and reliability of the 
psychodramatic method (Kane, 1992).
Kipper (1978) reviewed 14 research studies that assess the effectiveness of psychodrama 
and identified two weaknesses namely methodology and the topics of investigation. He 
argued that there is a need for examining more specific factors that influence the 
effectiveness of psychodrama and a need for the use of more appropriate control groups 
and more complex designs that can be tested through multivariate and factorial analysis. 
He also pointed out that most of the researchers rely on self-reports and case studies, 
which is something that raises doubts about the objectivity and reliability of the research 
outcomes.
Kellermann (1987) on the other hand, summarised the outcomes of 23 empirical studies 
on psychodrama conducted between 1952 and 1985. A combination of formal and 
informal, direct and indirect, objective and projective, clinical and statistical methods was 
used in order to measure and assess three variables: the time of treatment, the population 
and the outcome measures. It was identified that some therapists believe that
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psychodrama is suitable for all kinds of clients and psychological difficulties, whereas 
others believe that this psychotherapeutic method can be too intense and emotionally 
draining, especially when the therapist is inexperienced and the closure of the session is 
not handled well. The conclusion was that psychodrama is a suitable alternative to other 
therapeutic approaches, especially in advancing behaviour change when dealing with 
adjustment and antisocial disorders, but further empirical research is still required in order 
to define population suitability. Similarly, D’Amato and Dean (1988) in their evaluation 
of research in psychodrama argue that the majority of studies are based on untested 
assumptions and question the validity and reliability of those findings.
Carlson-Sabelli (1989) reviewed studies directly related to role reversal. Role reversal is 
one of the main techniques used in psychodrama. It involves a process where the 
protagonist-client plays the person with whom he is currently experiencing problems, and 
the auxiliary ego (another group member) plays the client. This technique serves several 
functions (Holmes, 1991): a) to help other group members to understand the protagonist’s 
point of view, b) to help the protagonist experience how ‘the other’ feels and c) to 
identify the impact of his behaviour on others. It can also assist in self-control in cases 
where the protagonist experiences violent feelings towards ‘the other’. In the 
aforementioned study it was found that all role-play situations identified in the 
examination of 24 research studies, resulted in attitude and opinion shifts when compared 
to no-treatment controls. Role-playing resulted in significantly more shifts in views and 
opinions than any other psychodramatic technique.
In a more recent and well-designed study, Sim and Lee (1998) investigated the 
therapeutic factors of psychodrama for young offenders who were imprisoned in a 
reformatory in Korea. The sample consisted of 12 male and 12 female offenders, who 
completed the Yalom’s Therapeutic Factors List after the end of the 5th and 10th session, 
and the Session Evaluation Questionnaire (SEQ) at the end of each session. The 
therapeutic factors of psychodrama, in rank order, after the end of the 5th session were the 
following: (a) family re-enactment, (b) group cohesiveness, (c) self-understanding, and
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(d) existential factors. The therapeutic factors that emerged after the 10th session were, in 
rank order, the following: (a) family re-enactment, (b) group cohesiveness, (c) instillation 
of hope, and (d) catharsis. Although score differences between the 5th and 10th session 
were not statistically significant, it can be argued that the more sessions attended the more 
substantial, deep and positive are the therapeutic factors that emerge. The results from the 
distribution of the SEQ showed high levels of depth and smoothness during psychodrama. 
The result o f smoothness is in contrast with the general notion that psychodramatic 
techniques can be too distressing because of the high levels of emotional expression. The 
overall results of this study are also consistent with the aforementioned review of 23 
studies from Kellermann (1987), who concluded that psychodrama is suitable when 
dealing with antisocial behaviour. However, considering the size of the sample, it is 
difficult to generalise the results of this study. Moreover, further research needs to be 
conducted with different ethnic groups in order to test Moreno’s views that psychodrama 
can have a “universal appeal and applicability” (Kane, 1992, p. 183).
In 2000, Tschuschke and Anbeh investigated the effects of long-term group-therapies in 
outpatients, carried out by psychologists and physicians in private practice, in the German 
population. The sample consisted of 297 patients, aged 18-69 years, the majority of whom 
were chronically disturbed and had previous experience of psychotherapeutic treatment. 
184 patients took part in analytic group therapy, 72 were in a psychodrama group and 41 
patients followed an eclectic therapeutic approach. Participants reported goals for therapy 
and completed several tests before treatment started, as well as 3 to 4 months later. 
Results indicate that there was improvement in early treatment sessions regarding the 
participants’ goals for treatment, the pressure of symptoms, as well as their psychiatric 
and interpersonal functioning in all the therapeutic conditions and for all kinds of 
treatment. In other words, although it was shown that psychodrama has several 
therapeutic gains for people with chronic psychological difficulties, these were no more 
different than the benefits of other therapeutic approaches. This result is consistent with 
research which indicates that there are more significant factors (such as the therapeutic
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relationship, the therapist’s confidence and experience e.t.c.) that determine the outcome 
of psychotherapy other than the theoretical orientation followed (Clarkson, 2003).
In conclusion, research in psychodrama has shown positive effects in shifts in behaviour 
and attitudes especially for antisocial disorders. Nevertheless, more research, with the use 
of larger samples and more objective assessment tools (other than self-reports) is required 
in order for researchers to be able to define population suitability and to generalise these 
outcomes. Finally, further research needs to take place in order to define the differential 
effects of psychodrama in relation to other therapeutic approaches.
Dramatherapy
Dramatherapy is a form of therapy that primarily uses the healing aspects of drama and 
theatre, dramatic metaphors and role playing as a medium to psychotherapy. It enhances 
the client’s expressive ability and creativity through the use of drama structures and, in 
contrast to talking therapies, it allows both verbal and non-verbal, symbolic expression of 
emotion (Meldrum, 1994a). ,
Below we give a brief overview of the nine core therapeutic factors of dramatherapy as 
described by Jones (1996):
Dramatic projection: It is the process through which the client projects aspects of his/her 
self into a dramatic play. This allows the client to externalise inner conflicts, gain insight 
and explore alternatives through action. Finally, it enables change through the creation of 
perspective and allows a new representation of the client’s issues.
Therapeutic Performance: It is the process of identifying, rehearsing and performing on a 
particular issue. Performance can be therapeutic in itself regardless of the issues brought 
and it holds the primary role in this phase. The client may hold a number of acting roles, 
or become the director or a member of the audience interchangeably. This may enhance
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changes in the client’s perspective of his/her issues. Through this process the client 
experiences his/her own ability to be creative in situations which might feel ‘stuck’ in real 
life.
Dramatic Empathy and distancing: Empathy in a dramatherapeutic context refers to a 
bond created between actor and audience. The audience identifies and engages with the 
emotion of the characters depicted. It is also the empathy that the actor creates for the 
roles he plays. Distancing, on the other hand, refers to a process where the client does not 
allow him/her self to completely merge into a role and recognises that what takes place is 
more a dramatic representation rather than an actual reality. The movement between those 
processes may facilitate insight and create the dynamic of change.
Personification and impersonation: During the process of personification, the client 
represents a feeling, an issue or a person, him/her self, or an aspect of self. The client 
experiences, in this way, how it is like to be another or to be him/her self in role. Through 
impersonation the client can represent the same material by using objects (puppets, toys 
e.t.c.). The use of imaginative material helps to explore the client’s difficulties in 
alternative ways.
Interactive audience and witnessing: It is the process of being an audience to oneself 
(through video, role reversal or being represented by objects) or to others. The audience is 
interactive and the client can be both audience and performer within one session. The 
audience then can play an important part in the dramatic presentation.
Embodiment/dramatising the body: It refers to the way the body relates to the client’s 
identity. It includes, first of all, helping the client to use his body more effectively. It 
might also be related to a different identity adopted by the client. Finally, it refers to work 
that is related to body image or emotional traumas related to the body.
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Playing: The client enters into a state of playfulness by which he/she can be more creative 
and flexible towards his/her current circumstances. This includes play with objects and 
symbolic toys, projective work with toys, rough-and-tumble play and make-believe play. 
For some clients, such as people with learning disabilities, this process might help them to 
move into a new developmental level and, as a consequence, to experience a shift in their 
interactions with others and the environment. For other clients, it might represent a return 
to a previous developmental stage where their difficulty occurred.
Life-drama connection: Dramatherapy work sometimes involves direct dramatic 
representation of reality and other times indirect. The connection between life and drama 
might be conscious and made deliberately overt for the client. This is very important for 
clients who have a confused relationship with reality. Other times, the client might enter a 
piece of work without realising the links to real life, and it is only after the work finishes 
that the connections become conscious. For some clients, the dramatherapeutic space is 
central in the sense that they can act and try new behaviours without the consequences of 
real life.
Transformation: In dramatherapy, life events are transformed into enacted
representations, people are transformed into roles and objects are transformed into 
representations of something else. Moreover, the life experience and the ways of 
perceiving self, events and others, can be transformed through the dramatic reality. The 
client’s identity also transforms to that of an actor, experiencing in that way the 
satisfaction of being creative. Finally, the relationships between the client and the 
dramatherapist as well as the client and other group members, can be viewed as a 
transformative experience.
Research
Research in the field of dramatherapy has been very limited. Meldrum (1994b) states that 
“dramatherapy professionals have seen no urgency to research into and evaluate their 
practice and publish the results’’ (p. 187). In dramatherapy programmes, there is no
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specific module on research methodology and the empirical research papers published on 
dramatherapy are very few (Meldrum, 1994b).
Reiss, Brett, and Meux, (1998) carried out a study which looked at the effects of 
dramatherapy on the levels of anger of mentally disordered offenders in a maximum 
security hospital. All participants were already receiving a community model treatment, 
based on psychotherapeutic interventions. All participants suffered from personality 
disorder and had a history of major violence. The sample consisted of 12 young male 
adults who participated in a week-long dramatherapy project. Their anger level was 
assessed before and after the dramatherapy week as well as three months later, by using 
two self-report questionnaires: the State-Trait Anger Expression Inventory and an Anger 
Inventory specifically created for a maximum security hospital setting. The outcomes of 
this study showed that anger levels were significantly reduced after a week of 
dramatherapy and this result was maintained at the three-month follow-up. What is 
interesting is that researchers also observed a related increase in the participants’ efforts 
to control the expression of their anger. The results of this study indicate that 
dramatherapy can prove to be quite beneficial in the reduction of anger. Then again, the 
small size of the sample as well as the gender of the participants (only males) sets limits 
on the genaralizability of the results. Furthermore, considering that participants were at 
the same time receiving other kinds of treatment, we can not be sure if the reduction of 
anger is purely a result of the dramatherapy sessions or a result of the complementary 
psychotherapeutic interventions.
Relevant to the above is a pilot study conducted by Cogan and Paulson (1998), who 
investigated the inner experience of 7 prison inmates who participated in a 17-week 
drama project for family violence. The participants’ age ranged from 24 to 40 years old 
and all of them were approximately imprisoned for 4 years. During the first 15 weeks 
participants were trained by theatre artists in the areas of voice and speech, acting, 
improvisation and role-play, and studied the subject of family violence. The remaining 2 
weeks, the group created and rehearsed a play which focused on the theme of family
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therapy. The play was finally performed in front of two audiences, one of inmates and 
one of prison officials. The performance was followed by a question and an answer 
session where the audience had the opportunity to discuss the performance and play with 
the participants and to ask them questions about their experience. Interviews were 
conducted during the 13th and 17th week of the programme in order to explore the 
inmates’ experience of participating in the programme, as well as their experience of 
performing for an audience. Through the use of a hierarchical thematic analysis, three 
significant themes emerged. Firstly, participants experienced a strong desire to take a 
personal risk and meet the challenge of participating in the programme. Secondly, they 
started to make an understanding of how their past violent behaviour had a negative effect 
on their personal development and their relationships with others and gained a sense of 
their personal agency and their ability to make decisions that lead to positive results in 
their life. Finally, participants experienced a sense of purpose, a feeling of hope in the 
relatively unpromising environment of the prison. With regards to relational issues, the 
participation and working in a group for a particular purpose resulted in a sense of 
belonging and a sense of loyalty and responsibility towards others. Inmates described the 
performance as a very powerful experience through which they gained respect and 
approval from the larger community. As a result, participants tried to encourage other 
inmates to talk freely against family violence, which is usually a taboo topic in prisons 
because many of the prisoners have, in their childhood, been victims within their own 
families (Cogan & Paulson, 1998). Participants also reported greater self-esteem and 
confidence.
There has been a substantial amount of research (both qualitative and quantitative) that 
has identified the effects of dramatherapy on people suffering from schizophrenia. 
Dramatherapists, who have worked with schizophrenic patients in psychiatric institutions 
(Langley & Langley, 1983), point out the dangers of entering the fantasy world of a 
schizophrenic mind that can lead to even more disorganization and confusion. On the 
other hand, many dramatherapists have also identified the positive effects of drama 
intervention to individuals suffering from schizophrenia. Landy (1994), Whitelock
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(1987), and Van der Wijk (1996) draw attention to the element of containment that can 
be achieved through the use of distancing techniques, for example the use of masks, by 
which the patients can learn to separate themselves from the role and the world of fantasy, 
and to control the emotions that often emerge through role-playing. In addition, Langley 
and Langley (1983) discuss trust, decision making and compromise, body awareness and 
movement concentration, as many of the positive elements of dramatherapy that help 
psychotic individuals to remove themselves from the role of the patient, and to explore 
safely alternative ways of relating to others.
Yotis (2002) investigated the impact of dramatherapy performance to young adult 
schizophrenic clients in Greece. Dramatherapy performance is a specific mode of work 
within dramatherapy, where the client creates a performance that has resulted throughout 
a therapeutic process and presents it to an audience of significant others. The researcher 
used the Dramatherapy Performance Evaluation test, which is an assessment tool created 
specifically for evaluating this particular mode of dramatherapeutic work. This instrument 
originates from a mixture of theatre and psychiatric semiotics and it “analyses the 
structural elements of a performance (the episode and chorus parts, characters, ideas, 
diction, music, and design of the play) in relation to the client’s schizophrenic 
psychopathology” (Yotis, 2002, p. 194). Another purpose of the study was to investigate 
the impact of a dramatherapy performance on the overall psychopathology of the clients 
as well as on their relationship to self and others. A clinical trial was carried out in the 
Athens University Day Hospital in order to qualitatively evaluate the therapeutic process. 
Moreover, quantitative measurements were conducted in order to examine changes in the 
clients’ symptomatology.
The results of the study indicate that dramatherapy performance affects significantly the 
clients’ dramatic participation within the group, it decreases their negative 
symptomatology, and it increases their self-esteem and the sense of efficacy and 
competence. Moreover, changes occurred in the clients’ perceived support from 
significant others. Through the use of the Dramatherapy Performance Evaluation test, it
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was shown that collective techniques, such as participation in a chorus, were quite 
beneficial for the less functional clients, rather than character work which proved to be 
more suitable for the more functional individuals. It was also shown how non-verbal 
therapeutic processes can enhance the impact of verbal processes. This last result 
indicates that the integration of drama techniques into talking therapies might prove to be 
quite beneficial for the advancement of the therapeutic process.
One of the strengths of this particular study, which is very rarely found in empirical 
studies of this kind, is the combination of qualitative and quantitative methods for the 
evaluation of different factors. However, it should be noted that the Dramatherapy 
Performance Evaluation test was used for the first time which means that it has not been 
tested for its validity and reliability as an assessment tool in the field of dramatherapy. 
Furthermore, it would be interesting for future research to investigate which particular 
elements of the Dramatherapy Performance might have contributed to specific outcomes, 
rather than examine the process of Dramatherapy Performance as a whole.
The aforementioned outcomes are in contrast with the hypothesis that the use of 
dramatherapy and relevant techniques with schizophrenic patients “might risk a further 
disorganisation in the clients’ already existing thought disorder and emotional instability” 
(Yotis, 2006, p. 190). There are researchers that support that it is this very nature of 
drama approaches that is beneficial for schizophrenic clients. For example, Casson 
(2002), in his study for the effects of dramatherapy and psychodrama on people who hear 
voices, found that the aesthetic distance created in these kinds of therapies is the element 
that makes drama approaches safe and effective, especially for schizophrenic patients. 
Relevant to this, is the outcome of Cox’s (1992) study who examined the effect of 
Shakespearean plays on an audience of schizophrenic patients at the Psychiatric Hospital 
of Broadmoor. Cox found that the presentation of Shakespearean plays, which consist of 
strong elements of violence and madness, can prove to be a depathologizing experience 
for schizophrenic inpatients that helps them renegotiate their views on mental health and 
insanity.
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Ethical issues need to be considered and special cautions need to be taken when drama 
projects are implemented in institutional settings such as prisons and psychiatric wards. 
According to Emunah and Johnson (1983) those populations are more sensitive to 
experience post-performance depression. Considering the powerfulness of the experience, 
in addition to the return to the routine of the institution, it is essential that further support 
is provided so that participants will be able to deal with the feelings of loss that might 
emerge after the end of the programme.
The empty-chair technique
Another form of therapy which uses the language of drama or enactment as a therapeutic 
tool is Gestalt therapy founded by Fritz Peris (Jones, 1996). Dramatisation is used in 
order to explore the self in the ‘here and now’ through acting out a ‘dialogue’ with the 
help of two empty chairs. The client is asked to move back and forth between two chairs 
(or positions) which represent two conflicting parts of the self, or a conflict between the 
client and another person and to engage in a dialogue by enacting both parts of the 
conflict. The goal of the two-chair technique is, first of all, to help the client identify these 
two parts and to separate them (Greenberg & Dompierre, 1981). Experiencing both parts 
of the self and bringing them into contact through overt dialogue can lead to “resolution, 
compromise, understanding or permanent divorce” (Clarkson, 1999, p. 103). The core 
belief is that the client will understand better his/her needs and emotions through 
discovery, enactment, action and representation, rather than through insight and 
interpretation (Wagner-Moore, 2004). The therapist can just watch without commenting 
or indicate when the time has come to swap seats. The therapist can also repeat the 
client’s words or encourage the client to continue. Sometimes the therapist takes a more 
active role by asking the client to repeat or exaggerate his/her words, pointing out the 
client’s body posture or the tone of voice or even suggesting sentences to say (Fagan et 
al., 1974). To sum up, the therapist focuses on: (a) dividing up the two conflicting aspects 
of the self, (b) drawing the client’s attention to and intensifying the expression of
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emotion, (c) assessing with the client the changes (emotional and cognitive) that occur 
during chairwork (Daldrup & Greenberg, 1988).
The two-chairs or more commonly in this approach, a cushion (Steward, 1994), are also 
used by TA (Transactional Analysis) therapists. Cushions are often used so that the client 
is enabled to express all kinds of feelings towards the person he imagines talking to. 
He/she, for example, can express anger towards the “other” by pounding or kicking the 
cushion, or affection by hugging or stroking the cushion. Goulding (1976) and Steward 
(1994) also describe how TA therapists can use chairwork in order to help their clients 
identify specific goals for change in the process of re-decision. When the client’s desire 
for change is unclear, it is helpful to invite him/her to re-experience through chairwork a 
particular scene from current life that is connected to the problem and the actual need for 
change. The next step is to identify what needs to be done differently in this scene, in 
order to achieve the desired goal. From a TA point of view, the current issue brought to 
therapy is usually equivalent to scenes experienced in childhood {early scene)', (Steward, 
1994). The client can ‘try out’ and ‘test’ new responses to past experiences by replaying 
the early scene with the help of the empty chair. The therapist can simply ask the client if 
the conversation reminds him/her anything from childhood. Instead, the therapist can 
invite the client to ‘take off the mask’ and reveal the parental figure that is usually hidden 
behind. A variation of the above specific to the TA approach is the use of the empty-chair 
technique in order to explore the client’s internal transactions between different ego 
states. Lapworth, Sills and Fish (1993) describe how the client can use five chairs (e.g. 
“adult”, “natural child”, “adapted child”, “inadequate parent”, “good-enough parent”, 
p. 60) when going through a decision making process.
Another form of therapy which often uses chairwork is experiential family therapy 
(Tuttle, 1998). The client is encouraged to express feelings towards another member of 
the family who may or may not be present in the room. Through using the empty chair, 
emotions are expressed safely as if the other person could truly understand them, without 
the risk of being interrupted or having an angry response. If the person in the empty-chair
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is in the room he/she has the chance to hear, probably for the first time, how the other is 
feeling. However, it is possible that the presence of the other person in the room may 
result in hesitation to express negative feelings towards him/her. Tuttle (1998) describes 
how this can be avoided by placing a situation (such as a mental illness, cancer, substance 
misuse) instead of a person in the empty chair.
At this point, it is essential to highlight that although the technique might seem simple at 
first glance, yet extensive skill and experience is required from the part of therapist 
(Fagan et al., 1974). As noted by Fagan et al. (1974) and Greenberg et al. (1993), the 
therapist has to be familiar with the technique, sensitive to non-verbal cues, able to deal 
with resistance and the unpredictability of the direction of the procedure, and to judge 
when it is the right time to intervene or to stay out. The use of the empty chair in a session 
may evoke strong emotional responses and explosions (Fagan et al., 1974). The therapist 
has to be sure that the patient is emotionally solid and has to be ready to offer adequate 
follow-up support if necessary (Wagner-Moore, 2004). The dangers if the technique is not 
used carefully are many. As highlighted by Wagner-Moore (2004) this work may lead to 
volatile situations, regression, re-traumatisation and unexpected transference- 
countertransference dynamics if used by inexperienced therapists. Saltzman (1989) also 
notes that this technique may be contraindicated for clients with impulse control difficulty 
and severe personality disorders or psychosis, in which loosening of emotional expression 
may lead to disorganized thought processes and emotional explosions.
Research
Many studies have compared the effectiveness of the Gestalt two-chair technique to the 
effectiveness of techniques used from other disciplines for the resolution of a specific 
problem. There are at least three studies that have consistently found that the two-chair 
technique offers greater depth of experience and greater shifts in awareness compared to 
the person centred technique of empathie responding when resolving a conflict split. 
Two of those studies though (Clarke & Greenberg, 1988; Greenberg & Rice, 1981) were 
not very well controlled and the sample consisted of college students (N = 16) with
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somewhat benign issues, something that minimises the external validity and 
generalizabilty of the results to populations facing more severe psychological difficulties 
(Wagner-Moore, 2004).
These outcomes however, were repeated and expanded in another study (Greenberg & 
Dompierre, 1981) which used outpatient populations (N = 16). Apart from greater depth 
of experiencing and awareness, participants in the two-chair treatment condition also 
reported greater conflict resolution right after treatment and at the 1-week follow-up, as 
well as greater behavioural change and accomplishment of goals. Yet, the degree of 
discomfort remained the same in both groups after treatment (Clark & Greenberg, 1988). 
The use of outpatient population in this study improves its external validity but the fact 
that the participants were already receiving treatment other than the one included in the 
study raises doubts about the results. We can not really be sure if the difference between 
the two groups was a result of their additional treatment or a result of the treatment they 
received during the study. Greenberg’s (1988) hypothesis was that the differences 
between groups might have been very much a result of the fact that gestalt work has a 
more active character than person-centred work. Greenberg and Higgins (1980) 
conducted a study which compared chairwork with empathie responding plus focusing 
techniques. Again it was shown that two-chair technique resulted in a greater increase of 
the client’s experiencing than the use of focusing plus empathy. In general, these early 
studies which compared empathie responses to the two-chair dialogue can be considered 
as pilot studies, as they have small samples and several methodological flaws (Wagner- 
Moore, 2004).
Other studies have compared the two chair technique to cognitive-behavioural methods. 
Clarke and Greenberg (1986) used a cognitive-behavioural problem-solving group and a 
two-chair dialogue group, in order to measure the differential effect o f those methods in 
resolving emotionally meaningful interpersonal conflict related to a decision. Their 
purpose was to measure if an affect-focused technique is as effective as a cognitive- 
focused technique in the process of decision making. Results showed that the two-chair
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technique resulted in greater decisiveness than cognitive problem-solving methods. This 
is striking if we consider the fact that the problem-solving approach is specifically 
designed to lessen indecision by having the client focus on the problem rather than the 
related underlying feelings (Clarke & Greenberg, 1986).
Although this study was well-controlled and its results were replicated in at least one 
other study (Clarke & Greenberg, 1988), it lacks generalizability due to the fact that the 
majority of the sample consisted of women. It is possible that chairwork is more effective 
and suitable for women than men, if we consider the gender differences in emotional 
expression (Wagner-Moore, 2004). Moreover, we do not know if the self-reported greater 
decisiveness of participants was followed by decision implementation and behavioural 
change (Clarke & Greenberg, 1986). It was hypothesized that the best way to work with 
clients is to use a problem-solving approach after the emotions related to the indecision 
have been released and explored (Clarke & Greenberg, 1986), but this still remains a 
question for further research.
Another study with similar goals was conducted by Johnson and Greenberg (1985). They 
compared the effectiveness of cognitive-behavioural problem-solving treatment with 
emotion-focused treatment (a combination of the two-chair technique and empathie 
responding), when resolving marital conflict. It was shown that chairwork combined with 
empathie responding is more effective than problem-solving treatment on measures of 
marital adjustment, intimacy and change on the presenting problem.
In a more recent study, Johnson and Smith (1997) compared the empty chair technique to 
systematic desensitization for the treatment of phobias. Their sample consisted of 23 
introductory psychology students with snake phobia, who were assigned randomly to one 
of three different groups: a gestalt empty-chair dialogue group, a systematic 
desensitization group and a no therapy group. Researchers used objective measures to 
evaluate the participants’ avoidance behaviour and their subjective experience. Results of 
this study show that both the empty chair and the systematic desensitization groups
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demonstrated significant improvements on the aforementioned measures as compared to 
the no therapy group. Although this study seems to provide evidence for the effectiveness 
of the empty chair technique in the treatment of phobias, we have to consider the small 
size of the sample as well as the fact that the subjects were psychology students. This 
means that the level of engagement to the therapeutic process, as well as the willingness 
and motive for improvement is probably much higher than it would be if the study 
examined participants with no previous relation to psychology. It would be interesting to 
repeat this study in a bigger, ‘non-psychology’ population. Furthermore, there was no 
indication for the superiority of one therapeutic modality over the other.
Other research has investigated the effectiveness of the empty-chair technique for 
‘unfinished business.’ Through this process the client is encouraged to express unresolved 
emotions, such as anger, towards another person. The purpose is to allow the client to 
externalise previously interrupted and suppressed emotions, to express his/her needs, and 
to gain an understanding of the other person’s point of view (Wagner-Moore, 2004). 
Beutler, Engle, Oro-Beutler and Daldrup (1986) suggested that inability to express 
intense emotion is connected to depression and chronic pain. In their study, it was found 
that the empty-chair technique reduced anger and chronic physical pain. Nevertheless, 
there were no differences between the chairwork group and the educational group in the 
reduction of depression and chronic pain. Similar results were found by Conoley, 
Conoley, McConnell and Kimzey (1983) when comparing the two-chair technique to 
rational-emotive therapy in college women. Both treatments reduced systolic blood 
pressure as well as self-report of anger, in relation to controls. However, the rational- 
emotive treatment group reported greater reduction of anger than the empty-chair 
treatment group.
In contrast, Paivio and Greenberg (1995) found that the empty-chair technique was more 
effective than psychoeducational techniques when dealing with unresolved emotions 
towards a significant other. In this study, 34 clients were randomly assigned to either 
experiential therapy with the use of the empty-chair, or a psychoeducational group which
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provided information about unfinished business. The outcome instruments used measured 
general symptomatology, interpersonal distress, target complaints, unfinished business 
resolution, and perceptions of self and other in the unfinished business relationship. 
Treatment outcomes were measured before and after the treatment period, as well as 4 
months and a year later. The results of this study indicate that most clients achieved 
clinically meaningful gains through the empty-chair condition and showed significantly 
greater improvement than clients who were in the psychoeducational group. The Gestalt 
group of clients randomly showed overall success rates of 89% on symptom reduction 
and 81% on unfinished business resolution. Treatment gains for clients in the empty chair 
group were maintained at follow-up.
In another study, Greenberg and Malcom (2002) investigated the relationship between the 
process of resolution of unfinished business and the therapeutic outcome of treatment. 26 
clients who suffered from various forms of interpersonal problems and childhood abuse 
were treated in emotion-focused experiential therapy, with gestalt empty-chair dialogues. 
Resolvers were differentiated from non-resolvers through evaluating the process of the 
empty chair dialogues, based on a set of reliable and psychometrically valid measures 
which allowed the details of the process to be assessed in a thorough manner. It was 
shown that those clients who expressed intense emotions were found to differ 
significantly from clients who did not. This outcome confirms the hypothesis that 
bringing into awareness and expressing previously repressed feelings can be beneficial 
for clients. Greenberg and Malcom (2002), however, conclude that the expression of 
emotions alone is not enough to bring positive change. It is essential for clients to move a 
step forward by activating previously unmet needs and by modifying dysfunctional self- 
other representations (Greenberg and Malcom, 2002).
The main result of this study was that, clients who expressed previously unmet 
interpersonal needs to the significant other and manifested a shift in their view of the 
other, had significantly better treatment outcomes. Nevertheless, Greenberg and Malcom 
(2002) note that if the 26 clients chosen for this study were viewed as a single group for
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studying treatment effects, then significant changes in symptom reduction would have 
been found to occur in only 69% of the clients and change in unfinished business 
resolution in only 54%. Yet, this study was interested in investigating the process of 
change and not the specific treatment outcomes. This study shows how the 
aforementioned studies, which focus on the outcomes, fail to consider the effects of the 
process. According to Greenberg and Malcom (2002), there are two kinds of clients: 
those that engage in the process and fully absorb the treatment and those who do not. 
Therefore, it is essential to take these factors into consideration before proceeding to draw 
conclusions on the effectiveness of one modality over another. The small sample size 
limits the statistical power of the results of this study. Finally, we can not be sure that the 
resolution of unfinished business was the reason behind the improvement in outcome 
measures, or whether there were other intermediary factors that affected the outcome 
(Greenberg and Malcom, 2002).
To sum up, research indicates that the two-chair technique is superior to person- centred 
empathie responding and cognitive-behavioural problem-solving skills when dealing with 
conflict splits such as decision making, interpersonal and marital conflict. However, 
research outcomes for the effectiveness of chairwork in the reduction of anger and 
unfinished business are still contradictory and further research is essential. It would be 
interesting to investigate the applicability of the empty-chair technique to other 
psychological problems such unresolved grief (Jolliff & Horne, 1996) or family conflict 
(Tuttle, 1998) for example. Finally, there seems to be a lack of more recent research in 
this field. Wagner-Moore (2004), in her review of the current status of the use of the 
gestalt techniques in therapy, notes that this is probably due to the fact that Perl’s work, 
which is analysed in his one single text, has failed to present a coherent theoretical model. 
Today, there are very few gestalt journals as well as very few institutions who 
systematically teach gestalt psychotherapy (Wagner-Moore, 2004).
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Conclusion
There appears to be a limited recent research in all the three fields of dramatherapy, 
psychodrama and the empty chair technique. It is true that there was an increased interest 
in creative and more ‘alternative’ ways of working therapeutically during the 60’s and 
70’s, which is very much linked to the political and social developments of those times, 
the anti-psychiatric movement and the effort to move away from the medical model and 
promote positive mental health. However, in the 21st century, the demand for more 
‘scientific’ ways of working and evidence based practice by the mental health services 
worldwide has led to a decrease of research in the field of creative art therapies (Landy, 
1996). The aid of people with psychological difficulties is viewed as a medical concern, 
separated from drama and theatre which are seen by many, as forms of entertainment 
(Jones, 1996). This has resulted in the notion that those methods are non-scientific, which 
in turn leads to a lack of interest and funding in the relevant fields. On the other hand, 
Landy (1996) argues that many creative art therapists feel resistant towards applying 
statistical methods on something which is, by its nature, seen as difficult to quantify.
Yet, the available research is far from discouraging. Research in the fields of 
psychodrama, dramatherapy and the empty chair technique seems to focus on three 
different tasks: a) to identify the effectiveness of each modality against other ways of 
working therapeutically (e.g. cognitive behavioural therapy, empathie responding, 
psychodynamic psychotherapy), b) to define suitability for specific clinical populations 
and c) to explore the therapeutic factors and the therapeutic outcomes of each approach. 
Future research needs to apply more complicated research designs which combine 
qualitative and quantitative methods in larger samples so as to explore both the 
therapeutic outcome as well as the process of therapy. Moreover, specific research 
methods suitable for the evaluation of the use of drama in therapy need to be developed 
(Landy, 1996).
In all three fields there seems to be a common feature of a powerful release of emotion 
which might prove dangerous for the individual if the technique is not used carefully or if
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it is used in populations such as psychotic individuals or clients with impulse control 
difficulty. It might be helpful for counselling psychologists who implement a more 
integrative approach to use therapeutic enactments, in order to facilitate the emotional 
expression of their clients and to employ the distancing techniques of drama to achieve 
containment of excessive emotion. As indicated by research, distancing has proven to be 
beneficial for psychotic or violent individuals who have, by many, been considered as 
unsuitable for entering therapy through the realm of the imagery.
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APPENDIX B
Three most fruitful computer-based literature searches
The three most fruitful searches for my research came from my search of the following 
general terms in the Psych-Info Database:
1. Psychodrama: 2388 results
2. Dramatherapy: 112 results
3. Empty chair Technique: 18 results
Considering the vast amount of results under the term ‘psychodrama’ I initially identified 
some ‘review articles’. I later on used the technique of snowballing, i.e. searching for 
literature sources mentioned in the reference lists of articles that were most relevant to my 
study.
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APPENDIX C
Personal Reflection
My interest in this specific topic was triggered through my connection with theatre and 
drama. Being a member of an amateur theatre group for several years I have experienced 
first hand the so called healing aspects of drama in many ways. Although it was not a 
therapy group, I often felt the connection with real life and found links between my 
dramatic activity and my personal issues. There was always an element of powerful 
emotional release, a catharsis which felt liberating and curing at the same time. The 
capacity to express various feelings through a role and to explore different aspects of the 
self, led to greater self awareness and awareness of others.
Being a trainee counselling psychologist I felt challenged by the prospect of combining 
two parts of myself that are in many ways interrelated. Drama in therapy can be seen as a 
creative means of understanding the nature of the self and our interactions with others. On 
the other hand, as I am practicing a more reflective and less action-based approach, I had 
my doubts about the intrusiveness of drama in therapy and speculated long on where 
these two meet.
My engagement with research outcomes in the fields of psychodrama, dramatherapy and 
the empty chair technique reinforced my belief that there is no single best way to deal 
with psychological difficulties but there are different therapeutic modalities that best 
serve different people and purposes. What matters the most is the way we use these 
modalities, in other words, the process through which we can help our clients to explore, 
discover and clarify ways of living more resourcefully and toward a greater well being.
At this point I must say I was surprised by the lack of empirical research in the fields of 
psychodrama, dramatherapy and to a lesser extent the two chair technique. Part o f me 
agrees with the belief that many art therapists hold: the nature of drama can not be
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measured with statistical methods. The same may apply for psychology in general. After 
all, how can you measure the human nature and human relationships? On the other hand, 
I understand the demand of mental health systems worldwide to find the most effective 
ways of promoting mental health. This means that as counselling psychologists we need 
to discover and apply research methods that prove the effectiveness of our work, but that 
also allow us to not loose its essence.
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Research Report 1:
Clients’ experiences of drama techniques in therapy: 
A qualitative analysis
Abstract
This research aimed to gain insight into how clients experience the use of drama 
techniques in their therapy. Six in-depth interviews were analysed using interpretative 
phenomenological analysis for re-current themes which represent clients’ collective 
experience. Findings suggest that the use of drama techniques in therapy can be met with 
resistance from clients and a variety of difficulties may occur. However, once these 
difficulties were overcome, participants experienced role-playing as something very 
powerful which had significant effects in their view of themselves, their interpersonal 
relationships, as well as the relationship with their therapist.
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Introduction
Various drama techniques, such as role-playing, role reversal, dramatic improvisation, 
rehearsal, performing, storytelling, re-enactment of special events and so forth, have been 
used throughout the centuries for therapeutic reasons. Drama has its roots in the healing 
and social rituals of ancient societies (Emunah, 1994). As Kipper (1996) outlines in his 
historical overview, role-playing has been “associated with the alleviation of feelings of 
helplessness and uncertainty; with reducing the discomfort caused by fears; with instilling 
hope; with forming a coherent sense of self-identity; with healing; and with efforts to 
enhance understanding among people” (pp. 101).
Many social scientists (e.g. Mead, 1956), have seen people as actors who play roles which 
are assigned by their social environment. Goffman (1959) acknowledged the theatrical 
nature of life and views identity as a presentation of ourselves in role to a particular 
audience. Moreno (1987) argued that the very self emerges from the roles we play and as 
a result, role-playing is a way of making the unconscious conscious. Landy (1993) 
believes that role is a mediator between self and other and that an understanding of the 
roles we play can lead us to a healthier life.
In the late nineteenth century and throughout the twentieth, new attitudes towards mental 
health and the development of different psychotherapeutic approaches led to an increased 
awareness of the importance of the hypothetical or ‘as i f  reality upon which drama 
depends (The British Association of Dramatherapists, n.d.). Various drama techniques 
have been used by therapists of different disciplines in order to advance the therapeutic 
process. These have also been implemented with special populations in prisons, hospitals, 
schools, psychiatric wards etc. in order to help the participants to try out new roles and 
behaviours in safety (Landy, 1994).
This researcher previously reviewed three therapeutic modalities, which use the language 
of drama, namely psychodrama, dramatherapy and the gestalt two-chair technique 
(Petropoulou, 2007). The therapeutic factors of each modality and their suitability for
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different client groups were explored. In all three modalities, the client enacts a role in a 
‘surplus reality’ (Moreno, 1987, p.7), through which he/she is able to elaborate creatively 
current issues and relationship with others. With the help of the imagery the client takes 
action, expresses in the here and now of therapy what has remained unexpressed in real 
life and gains alternative perspectives by the use of role-playing and role-reversal.
This review showed that the simulation of the person’s behaviour and interactions in the 
therapy room results into a powerful emotional and cognitive experience with high levels 
of immediacy, making it more accessible for the individual to recreate these moments in 
his/her real life. In particular, research in psychodrama has shown positive effects in 
shifts in behaviour and attitudes, especially when dealing with antisocial disorders (e.g. 
Sim & Lee, 1998). Similar outcomes can be found in dramatherapy literature where 
research indicates that the implementation of dramatherapy techniques in mentally 
disordered offenders, results in the reduction of anger and violent behaviour as well as 
greater self-esteem and confidence (e.g. Cogan & Paulson, 1998). Moreover, a substantial 
amount of research (e.g. Casson, 2002; Cox, 1992; Yotis 2002) has identified positive 
effects of dramatherapy for people who hear voices.
Some studies have also found the empty chair technique to be superior to person-centred 
empathie responding and cognitive-behavioural problem-solving skills when dealing with 
conflict splits such as decision making, interpersonal and marital conflict (e.g. Clarke & 
Greenberg, 1986; Clarke & Greenberg, 1988; Johnson & Smith, 1997). However, 
research outcomes for the effectiveness of chairwork in the reduction of anger and 
unfinished business are still contradictory (Greenberg & Malcom, 2002; Paivio & 
Greenberg, 1995).
The aforementioned studies mainly use quantitative methods and outcome measures such 
as mental health questionnaires, in order to assess treatment outcomes for clients when 
compared to no treatment controls or different treatment. However, they fail to consider 
the specific effects of the process that leads to specific treatment outcomes, especially as
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experienced by clients. This becomes more obvious in research for “dramatic therapies” 
(Landy, 2008, p.75), where the therapy is examined as a whole, failing to address the 
differential effect of the specific character of drama that contributes to the outcome 
(Landy, 1996). As Greenberg and Malcom (2002) point out, it is essential to take these 
factors into consideration before proceeding to draw conclusions on the effectiveness of 
one modality over another.
In traditional talking therapies, for example, one of the therapeutic factors is the 
opportunity that the client has to verbalize what has remained unspoken to another, the 
therapist. The relationship becomes central and that’s where the ‘healing’ stems from. Of 
course, this relationship is viewed and used differently by different approaches according 
to the theoretical assumptions about the cause of the client’s distress (Gordon, 2000). 
Then again, in dramatic therapies, the theoretical assumption is that people are seen as 
role players and the healing comes from the relationship with the medium (drama) and the 
creative act itself. The therapist is there in order to facilitate and encourage the contact of 
the client with the medium. In view of this, we could argue that no meaningful outcome 
can be measured without looking at the medium (Odell-Miller, Hughes & Westacott, 
2006). Therefore, “the task of the researcher is to examine those processes that are 
essentially dramatic” (Landy, 1996, p.40) and to look at how these are related to 
psychological processes in therapy.
At the same time, as Rogers (1995) points out that, unless the client is involved in 
evaluation, the research could be entirely based on the subjective views and aims of the 
therapist. Therefore, it is essential for researchers to look into the subjective experience of 
each client “characterised by personal meanings, understandings and interpretation of 
events” (Gordon, 2000). As researchers, and at the same time practitioners, it is essential 
to remember that psychotherapy aims to help clients. In addition, clients’ understanding 
of psychotherapy influences how they interact and become involved in the therapeutic 
task. If we want to create more effective therapy for our clients we need to look into their 
perspectives of what they consider as to be effective for them.
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Thus, this study aims to contribute to exploring clients’ experience of the use of drama 
techniques in therapy. In particular, this study aims to gain a sense of how it is for the 
clients to ‘work’ their psychological difficulties through the use of drama and role - play. 
What is it, about drama techniques that makes them therapeutic for clients, and how do 
clients make sense of that experience? Moreover, what is the added value, if any, to 
talking therapy? We explored the reported patterns in the experiences of clients in order 
to identify commonalities and to define the specific characteristics of the dramatic 
processes that differentiate this form of treatment from traditional talking therapies.
A qualitative approach has been used in order to obtain rich and detailed information on 
how clients make sense of the therapeutic effect of drama and role-play in their treatment. 
A qualitative approach was also recently used by Odell-Miller et al. (2006) in order to 
explore the differential effect of art therapies. It was shown that clients value and use well 
the different art therapies, and that they are aware of and able to articulate their added 
value in relation to talking therapies. Taking into consideration that drama techniques 
have been used from several theoretical approaches in order to achieve different 
therapeutic goals, this study’s results will be discussed with reference to an integrative 
theoretical framework. Moreover, the existing literature on dramatherapy and 
psychodrama theory as well as the empty -chair technique, will be used in order to help 
conceptualise and reach a better understanding of the participants’ reported accounts.
Method
Participants
Initially one of the study’s inclusion criteria was that participants needed to have attended 
any kind of dramatic therapy and appeals for research participants were made through 
organisations or individual therapists. In most cases therapists were hesitant to inform 
their clients about the study, due to ethical concerns that this would interfere with the 
process of therapy. This led the researcher to revise and widen her inclusion criteria. It 
was finally decided to look for participants that attended any kind of therapy (and not just
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psychodrama or dramatherapy) which makes use of drama or role-play techniques - 
including the two-chair technique - regardless of the theoretical orientation of the 
therapist. This group of clients also serves the purpose of this study better, as it allows the 
researcher to look into clients’ experience of the differential effect of drama techniques in 
comparison to traditional talking therapy. The inclusion criteria for participation were 
individuals who had been in therapy for at least 6 months before the interview so that they 
had a clear view and would be able to reflect on the therapeutic process. Participants 
needed to not be in psychological distress. The researcher recruited participants by 
approaching personal contacts.
This study had a sample of 6 participants, 5 women and 1 man, aged 26 -  49 years. Two 
participants described their ethnicity as White Greek, 3 as White without further 
specification, and 1 as White British. Five had postgraduate qualifications and 1 had an 
undergraduate degree. Their experience of being in a therapy that makes use of drama 
techniques ranged from 6 months to 3 years. Two participants described their therapists’ 
approach as Gestalt and 4 participants as integrative. All 6 participants were trainee 
counselling psychologists themselves.
Interview Schedule
Participants were interviewed individually through semi-structured interviews. This form 
of data collection was chosen because it allows the researcher to be flexible in relation to 
the questions and their sequence, as well as the time and focus that each question is given 
(Arskey & Knight, 1999). A literature review on the potential utility of drama and role- 
play techniques in therapy (Petropoulou, 2007) helped the researcher to identify areas that 
needed to be investigated.
An interview schedule was conducted in advance consisting of questions mainly based on 
the research aims and the relevant literature. These were open-ended and non-directive 
questions in order to allow participants to give rich accounts of their own personal 
experience, “to tell their own story” (Smith & Osborn, 2003, p.57). The schedule
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commenced with more general questions and continued with more specific ones (see 
Appendix B).
The format of the interview schedule and content were intended to elicit participants’ 
unique experiences, as well as to allow them to disclose and discuss the material that they 
felt was more relevant and significant (Smith, Jarman & Osborn, 1999). Questions were 
focused on gathering information about the nature of the experience of role-playing in 
therapy, the relationship of the client with the medium (drama), the relationship of the 
client with the therapist, the specific therapeutic effect of being in a role, the differences 
and similarities to the experience of talking therapy and the impact of the use of those 
techniques outside the therapy.
Procedure
Once ethical approval had been granted by the Faculty of Arts and Human Sciences 
Ethics Committee (see Appendix C), participants were sent a letter introducing the 
researcher and inviting them to participate (see Appendix D). An information sheet, 
including further details about the aims and procedures of the study, was also enclosed 
(see Appendix E). Participants were assured of confidentiality and their right to non­
participation or withdrawal at any point of the study. In order to minimize any 
predispositions participants were not informed about the specific focus of the interview 
questions but they were given more general information.
The face-to-face interviews were conducted by the researcher and lasted from 58 minutes 
to 1 Va hours. They took place at the participants’ place of choice, which in most cases 
were the premises of the University of Surrey. Two of the participants were interviewed 
at their homes. Interviews were preceded by a consent form (see Appendix F) and a 
demographic questionnaire (see Appendix G). The interviews were tape recorded and 
transcribed verbatim by the researcher (see Appendix H for an example of a transcript). 
All participants were assigned pseudonyms and all personal information regarding 
participants or other people were omitted so as to ensure confidentiality.
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The possibility that participants would refer to personal issues, that may be emotionally 
upsetting, was considered. For that reason, interviews were conducted sensitively and 
participants’ reactions were monitored in order to identify any psychological distress that 
may occur. No apparent harm or distress was caused. Nevertheless, the researcher 
contacted the participants shortly after the interview to make sure that the interview did 
not have any negative implications on their psychological health and that they did not 
have any reservations about their participation in the study.
Analytic Strategy
The data were analysed using an Interpretative Phenomenological Analysis (IPA) (Smith, 
1996). IPA is both phenomenological and interpretative in that it primarily aims to 
explore participants’ personal accounts of the topic under investigation, but it also 
acknowledges the researcher’s interpretative role in the analysis of the data (Flowers, 
Smith, Sheeran, & Beail, 1998). This means that the analysis is a product of an interaction 
between the participants’ perception and the researchers’ understanding (Touroni and 
Coyle, 2002). Therefore, it is expected that through intensive engagement with the data 
the researcher will achieve meaningful interpretations about the participants’ experience 
(Smith & Eatouh, 2006).
As mentioned above, the aim of this study is to explore clients’ experience of the use of 
drama and role-play in their therapy, and how they make sense of their relation to the 
medium of drama and its contribution to the therapeutic process. IPA was considered to 
be the most appropriate for the purposes of this investigation, because it focuses 
specifically on participants’ personal experience and the meanings that these experiences 
hold for them. By analysing data through this method we hope to gain an ‘insider’s’ view 
of how it is for clients to use drama and role-playing as a means of therapy. Another 
method of qualitative analysis, namely grounded theory, was also considered. However it 
was discarded mainly because the aims of the study did not involve the building of a 
theory which is one of the main objectives of grounded theory.
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The standard approach to IPA analysis was used (Smith, 1996) and each transcript was 
initially analysed as an individual and separate case. Each transcript was analysed 
thoroughly before moving to the next one. An ideographic approach to analysis was 
followed, beginning with particular examples and moving gradually to a more general 
categorisation (Smith, 1996). After repeated readings of one transcript the researcher 
identified and noted emerging themes that were relevant to our topic and research 
question. A list of emerging themes was created and connection between them was noted. 
At this stage, some themes were merged and others were dropped with the aim of creating 
a table of final themes and sub themes, put in logical order. In any case, the researcher 
ensured that the list of themes was grounded in the data and that examples of each theme 
can be found in the transcript. The same process was repeated for every other transcript. 
Theme lists of every transcript were combined with the purpose of producing a final list 
of themes relevant to the research question. Finally, the main themes and sub-themes 
were ordered in such a way as to produce a logical and coherent research narrative (see 
Table 1 for a full list of emerging themes and subthemes).
At this point it is essential to highlight the interpretative character of IPA. This method of 
analysis is considered to be highly subjective in that it results from the participants’ and 
researcher’s personal understandings of the phenomenon under investigation. In other 
words, the analysis of clients’ accounts of their experience is highly influenced by the 
researcher’s interpretative framework and her own conceptions relevant to the research 
topic. In this case, the researcher’s framework may have been shaped by her role as a 
female counselling psychologist who is currently practising at a placement of 
psychodynamic orientation. Moreover, she has not used drama or role-play techniques in 
her own practice, nor does she currently herself receive therapy which makes use of those 
techniques. However, her long-standing experience of participation in theatre groups as 
well as her past experience of brief dramatherapy is expected to enable her to be 
sensitised to several aspects of the data relevant to the research topic. In any case, the 
researcher attempted to remain aware of her expectations and biases throughout the
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analytical process (see Appendix I for a more detailed personal reflection on the research 
process).
Evaluation
Due to the nature of this study, traditional positivist criteria that assess the researcher’s 
objectivity, based on disengagement from the data, are not considered as appropriate for 
evaluation. Alternatively, Yardley’s (2000), four criteria for evaluating qualitative 
research, can be applied here. Firstly, sensitivity to context is applied through the initial 
exploration of the relevant literature and the continuous attention to this literature 
throughout the data analysis. Moreover, the researcher’s self-reflexivity (see Appendix I 
for a personal reflection) and the presentation of the participants’ background 
information, allow an understanding of the contextual dimensions existing between the 
researcher and the participants. Secondly, the researcher’s prolonged engagement with the 
research topic, not only as a researcher but also as a client, and the immersion in the data 
by continuous revisiting of the transcripts and the emerging themes, advocate a strong 
commitment to the research topic. Rigour, in this study, is indicated by commitment to 
systematic progression in the attempt to elicit understanding and interpretation. Thirdly, 
transparency is achieved by detailing every aspect of the data collection and coding 
process, and by the continuous use of participants’ quotations throughout the write-up. 
Coherence was also attended to by the researcher, who aimed to provide a close fit 
between the research question, the method used and the philosophical perspective 
adopted. Finally, the impact and importance of this research is demonstrated by the 
previous lack of research on the topic and the implications for clinical practice.
In the quotations presented in the analysis, empty brackets ( ) indicate omission of 
material and ellipsis points (...) indicate a pause in the flow of the participants’ speech. 
Information that appears in brackets [ ] has been added for clarification purposes. All 
identifying information, such as names and locations, have been changed to pseudonyms 
or omitted to protect the confidentiality of the participants.
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Table 1.
List of themes and sub-themes
Difficulties and resistance
Initial reaction 
Timing
It feels “scary”
The therapist as a witness and facilitator 
The “third person” in the room
“Wow! That was powerful!”
“It feels real”
Speaking from the heart 
Speaking from the body 
The setting of the scene
The therapeutic effect
The effect on the self 
Catharsis 
Self-awareness 
Self-nourishing
The effect on relationships
See others from a different perspective
“Empowered to confront”
Understanding, acceptance, and communication
The effect on the therapeutic relationship 
The relationship affects the techniques 
The techniques affect the relationship 
Other factors that go beyond the relationship
Results
A broad range of data was generated from the analysis of the interviews and a variety of 
common themes were revealed. The researcher identified three key themes and various 
sub-themes (see Table 1 for a list of themes) which seemed to capture and contextualise 
the participants’ experiences. Nonetheless, the suggested themes and sub-themes do not 
represent distinct separate categories and there is a degree of overlap between them. All 
themes are presented below. However, due to word limit constraints, themes that appear 
more relevant to our research question and seem important in contextualising our 
participants’ experience, are presented in more detail than others.
Difficulties and resistance
To begin with, our participants’ accounts revealed difficulties and some resistance while 
using role-play and drama techniques in therapy.
Initial reaction
All 6 participants reported that their reaction to the technique, when it was first 
introduced, was to feel uncomfortable and that they found it quite difficult to do. For 
Merlin, Anna and Barry there was a sense of “awkwardness” related to being in a role and 
to the use of the imagery when pretending, for example, talking to somebody who was 
not physically there. For other participants the initial uncomfortable feeling had more to 
do with a sense of devaluation of the use of those techniques in the beginning of therapy:
“At the beginning I think, when I was devaluing her, I thought these were like, how do 
they call them, ‘whisy — whasy’, like ‘what is this thing, is it therapy, orthodox therapy, 
why am I subjected to this kind of thing?’ ( ) It was about this ‘inventedness’ of using any 
kind of other thing ( ). Just before them, there is this kind of awkwardness and ridicule” 
(Jane)
“And my first reaction was ‘oh god that sounds so therapeutic!’ ( ) so ‘therapisty’” 
(Kathy)
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These quotes reveal how some clients can feel resistant when they are being introduced to 
something new and creative, outside the norms of traditional therapy. However all of the 
participants reported that once they tried out the technique this initial reaction changed.
Timing
Two of the participants spoke of the difficultly of finding the right time. They both 
suggested that ‘good timing’ for a role-play is only after an issue had been thoroughly 
discussed with the therapist:
“( ) then I’ll say ‘no’ if I feel like I need to process this with ‘you’ before I can 
process it with the chair.” (Kathy)
This process of preparation sounds similar to the process of warming up that Moreno 
(1987) described as one of the basic components of the therapeutic process in 
psychodrama.
Merlin (and other participants) also added that ‘good timing’ to enact in therapy would be 
when the client feels ‘stuck’ with a particular issue. This finding confirms the theoretical 
hypothesis in dramatherapy that therapeutic performance can be used as a means to help 
the client feel less stuck with a particular issue (Meldrum, 1994):
“( ) in a way I just feel like I am “here” and not really “there”, ( ) I felt that 
maybe she was ahead of me or something. ( ) Maybe it would be better to do it 
in my own time, that perhaps it was premature or I was still in the middle of 
something here and then this was introduced and it kind of interrupted the 
process that I was in the middle of, and perhaps waiting till I emptied that would 
have been more helpful ( ) .  ( )  when I felt a bit stuck with something and we 
both seemed confused or it didn’t make much sense then these kind of ideas felt 
like they could open up something new, and they have in those instances.” 
(Merlin)
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It feels “scary”
Most of the participants disclosed that there was something "scary" about using the 
techniques. For Kathy and Merlin, this was related to a sense that role-playing brings up a 
lot of intense feelings and a fear that these would get “out of control” and become 
“unbearable” and “uncontainable”. Indeed several authors (e.g. Fagan et al., 1974, Kane, 
1992; Saltzman, 1989; Wagner-Moore, 2004) have highlighted the danger that drama 
techniques may evoke strong emotional response in clients. Jane on the other hand, 
referred to theatrical nature of the techniques, having to “perform”, and “feeling exposed” 
because of being put “in the spotlight”. For Anna and Judith the ‘scariness’ of role- 
playing was attributed to both of the aforementioned factors. In addition, Judith spoke 
about the fear of coming in touch with unwanted emotions that have been projected onto 
others:
“I think being the other person is quite scary ( ) maybe it’s emotions that I don’t 
want to have or that I don’t want to recognise in myself, then it would be quite 
scary, when it’s sadness or something like that, then it would be really harder to 
be the other person; cause sadness is difficult for me; then it would be more 
difficult to go on and be the other person, if it’s sadness or whatever it is that 
they are expressing.”
The therapist as a witness and facilitator
Many participants referred to the role of the therapist when it came to feeling resistant. 
They mentioned issues such as trust in the therapist, transference dynamics and a need for 
approval. Some of the participants suggested it might be more helpful if the therapist took 
part in the enactments but they were unsure about that:
“( ). Because if I didn’t trust my therapist ( ) maybe I would have thought ‘oh, 
what a silly thing is she asking me to do?’ or maybe I would have rejected it and 
would have very easily refused to do it.” (Barry)
134
"( ) it makes me feel unsafe, perhaps, to do something, cause she [the therapist] 
is sitting observing whereas I am doing something that rationally is... silly and 
maybe it would be different if she was also role playing perhaps; if we were 
both in a vulnerable position, we were both being silly together or... I don’t 
know if it would actually... I know that I prefer for her not to be very open, I 
prefer to keep her boundaries as well; but I wonder whether there is an 
imbalance there where I am doing something very risky and uncomfortable and 
she is just watching and it’s all kind of... I think it goes back to the authority 
and the parent dynamic, rather than a sibling that you have fun and play with at 
an equal level; ( ) I often feel very resistant to the ideas and I wonder whether 
that is because of that aspect of our relationship that I feel her as a strong person, 
a mother-like figure.” (Merlin)
“I could talk from my perspective and get into it and stuff like that, but I found 
difficult to do and I ended up looking at her [the therapist] to see if I was doing 
the right thing and see if she had opinions about it.” (Judith)
The “thirdperson ” in the room
Some participants talked about the difficulty of having an imaginary other, as a third 
person in the room. Although that person was not physically there, their imaginary 
presence seemed to evoke a strong reaction of resistance in participants. For Kathy having 
a significant negative figure from the past in the room felt quite “threatening”:
“there’s something about, even though it’s a safe space and it’s an empty chair, 
the person being there in a sense can be threatening, so I... sometimes just 
having them in the room or the thought of having them in the room is too 
much.”
She explained that this was related to unconscious emotions and her need to process those 
before she felt able to ‘face’ the person:
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“( ) for me particularly with this person from my childhood there is a lot of 
primitive emotions that haven’t been processed consciously and I always, I feel 
like I need to do that to some degree before I can have that person in the room.”
Judith also found it hard to tolerate the ‘presence’ of a disliked other in her therapy and 
felt like her own space was taken up by him / her:
“( ) at times I’d feel resentful cause if it was someone I was having a problem 
with I didn’t want that person in my therapy room; this is like a safe space for 
me, it’s my time, it’s my therapist, I didn’t want that person there, whoever it 
was; sometimes there was a dynamic with a client and I’d be like “I really don’t 
want the client in my therapy” and that was difficult ( ).”
These quotes reveal something of the power of entering the realm of the imagery and how 
‘real’ this may feel for clients, although the ‘third’ person is not physically present.
“Wow! That was powerful!”
When difficulties were overcome, participants referred to their experience of therapeutic 
enactments as something very “powerful”. Participants pointed out a variety of factors 
that contribute to the power and intensity of the techniques:
“It feels real ”
All of the participants disclosed experiencing the role-plays as if they were “real” 
bringing up for them intense feelings, even when they role played another person who, in 
the case of Jane, was a fictional character:
“They were actually real feelings ( ). That’s what I mean when I say powerful, 
because I had the anticipation that I would remain uninfluenced by it, whereas I 
wasn’t. ( ). That’s the difference; ( ) you are actually playing someone else and
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in some weird way you’ve got the feelings that that person should have had. It’s 
like I’m not me in that sense, in that moment, I’m the other person.” (Jane)
Merlin, who had been acting in drama groups for years, pointed out that the ‘reality’ of 
therapeutic enactments, is the exact difference between acting in theatre and acting in 
therapy:
“Yeah, it then feels real rather than play, not play sorry, rather than an act, it 
becomes serious and not fun, because I could put on a mask in theatre, but in 
therapy I don’t put on a mask; instead it’s almost as if I go deeper... yeah I go 
deeper. ( ) and it’s a very real thing, it’s not pretence at all.” (Merlin)
Finally, Barry’s and Kathy’s experiences were so intense that they found themselves re­
living the past through the role-play:
“I almost had a sense that I had to, in a way, switch off from being there with 
my therapist at that particular moment, and I talked to my father as if what had 
happened was more in the present rather than the past. ( ) once again I felt all 
these feelings of abandonment and pain and hurt, and probably that is why I 
cried, cause I was crying there [in the therapy] as a baby when they left me, ( ). 
(Barry)
“But when we put my step-mother in the chair it very quickly turns into that she 
is actually there. ( ) it very quickly turns into the step- mother and the child, and 
that, at the time was intolerable and now it’s intolerable. (Kathy)
Speaking from the “heart”
All of the participants spoke of the differences between traditional talking therapy and 
role-playing. They perceived role-playing as something that takes them a step further 
from talking. Talking to the first person rather that the third contributed to the directness
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and power of role-playing when compared to traditional talking therapy. For Judith this 
“directness” made it easier to recreate those dialogues in real life situations:
“I guess it’s a bit more like a practice. It’s not as subtle as the change that would 
happen if you just talk about something cause then you’d walk away and think 
about it but with the technique you just do it; it’s not as subtle, it’s kind of 
brutal, not brutal, a bit more of a drastic change I think; and if it’s something I 
want to change then I can kind of do it, I can kind of practise it.” (Judith)
Jane on the other hand talked about the intensity of using her own native language and 
linked that to a sense of loneliness in the room because her therapist did not speak her 
native language:
“( ) it’s a different way of expressing myself and ground within the words that 
I’m using, in my own language rather than the English language. It’s much more 
intense ( ).” (Jane)
For Kathy and Anna role-playing seemed to ‘break’ the defence of rationalization -which 
they managed to use when talking- and brought them into contact with the underlying 
feelings:
“( ) when I talk about something I very quickly become rational and even if I am 
talking about emotions the rational part is very much there. And I think the 
difference to that is that when the chair is there you are talking from the part or 
there is a possibility of talking from the part that doesn’t have rationality. So you 
are closer to the emotion, in the emotion and there is less sense making and 
more feeling and... So everything is closer. And when you are talking about 
something, even though it’s close it’s different in that there is a barrier and a 
safe distance in the closeness.” (Kathy)
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Speaking from the body
Four of the participants described how those underlying feelings were also brought into 
the surface through the use of the body. For Judith imitating another person’s body 
language, “made it easier to get into the role”. She also pointed out the importance of 
using the body as well as the mind in therapy so that “the whole of the person is attended 
to”. For both Judith and Merlin it felt at times as if “words were not enough” and using 
the body helped them to verbalise things:
“( ) recently I role played a shape where words wouldn’t make much sense and 
maybe there was something preverbal that talking therapy would come short. ( ). 
And that was like the key that opened up sooo much for me and for that dream 
and what it meant. ( ). I think I had a physiological reaction to the whole 
experience and then that gave inspiration for talking again ( ). (Merlin)
“( ) it’s easier to put it into words when my body is doing something.” (Judith)
Placing the body in a certain position and moving around proved to be a “formative” and, 
again, very powerful experience which brought some participants into contact with very 
intense emotions and helped them to face their defences and their fears and normalise 
their experience:
“[speaking to her therapist]: ‘I can’t even talk about that because it was so 
scary’. And she [the therapist] said ‘would you feel safe enough to be in that 
position now and play that figure?’( ) and I got into that position which was 
quite formative for me; it was only then that I cried ( ). it helped in terms of 
desensitizing myself to that ‘thing’, ( ) to see things in a totally different way; 
and by even embracing that, I saw that there is nothing scary about it and it’s all 
me. ( ). At first it’s scary, then it makes sense and then it’s powerful.” (Jane)
“( ) but there was something about the physicality of it again, which was very 
helpful, standing up and moving from one place to the other. ( ) I think it was
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much more powerful because I was standing up, I wasn’t sitting down and I was 
shifting perceptions literally as well as metaphorically.” (Anna)
From a theoretical point of view, these accounts confirm what is reported to be one of the 
nine core therapeutic factors in dramatherapy, namely 6emdodiment/dramatization of the 
body’ (Meldrum, 1994).
The setting o f  the scene
Relevant to the use of the body was the issue of spatial awareness and how participants 
perceived the space used for role-playing as well as the positioning of the body in that 
space, often in relation to the positioning of objects or other people (therapist / co-actors / 
audience) within that space. It seemed that the setting of the scene was quite important for 
getting inside a role and also coming in touch with powerful feelings:
“I was playing a mother that has given up her child for adoption, so I was placed 
in a distant position ( ) because all the family were there, they were quite close 
to each other, and I was sitting over there; so they was asked how I feel and I 
said that I feel alone, isolated and what I wanted to do was to reach for them. 
That was quite powerful as well, my position on the stage ( ).” (Jane)
“It’s even interesting the way she [the therapist] brings the chair: in two seconds 
she brings the chair in front of me and puts it there and she doesn’t move from 
her chair nor do I move from my chair. Everything remains static nothing 
changes but a third object is being introduced in the room. And the way that it 
suddenly comes is the same way that it suddenly goes. ( ) it’s like a little 
chapter, ( ) that is an interesting way of introducing the chair, rather than having 
the chair inside the room which feels quite awkward.” (Jane)
“Yeah but also having the three cushions there, kind of meant that they stayed 
there, so whoever I was, the other two [people represented by the cushions] were 
still there. ( ) and I think that is quite important, because it might be just a 
physical object on the ground, just a little cushion but it does make a difference,
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it made it stronger, the idea that there were three people, and again, my therapist 
was the witness.” (Anna)
The therapeutic effect
It seems that the aforementioned factors, which contribute to the power of role-playing 
within therapy, resulted in significant effects and changes in the participants’ lives. All 
clients referred to both external and internal changes in relation to the self, in relation to 
others and in relation to their therapist.
The effect on the self
All participants pointed out how using the techniques resulted in a release of powerful 
emotions which had, until then, remained unexpressed. This is similar to the process of 
catharsis (Moreno, 1987) in theatre performance or psychodrama therapy, where the 
client/spectator experiences a release of deep feelings associated with a sense of 
purification in the mind and psyche (Jones, 1996):
“Particularly if you are releasing strong emotions, it feels that you are not 
carrying them with you anymore in some sense. ( ). So in a sense you feel 
lighter and released... relieved, that’s the word, yeah.” (Jane)
Most of the participants also reported greater self-awareness after using the techniques. It 
seems that they felt more able to identify and clarify unconscious “ancient” (Barry) 
feelings buried in the past, as well as to acknowledge their defences:
“( ) and there was a [internal] conflict in another sense, it wasn’t obvious to me 
but I realised it while I was talking to my parents in the chair ( ), and it made me 
realise that the most powerful emotion in me was pain and hurt and not anger ( ). 
(Barry)
141
“I think it has made me more mindful of the things that I do, that subconsciously 
there is an attack on her [referring to her sister] that I haven’t been aware of and 
now I see how that comes out in ways that are subtle and she may react to, or 
how I had played a part in holding a pattern ( ).” (Merlin)
“( ) it’s projective identification; ( ), it’s helped me realise that I have all these 
aspects in me that I really admire in her, like strength or perception or 
confidence, so that I could take it back ( ) and that’s helped me to gather myself, 
to ground myself a bit more and it really did change.” (Judith)
Finally, some participants spoke of role-playing as a reparative experience with a self- 
nourishing function, a kind of ‘re-parenting’:
[While he was role-playing the father to himself]: “I was very understanding of 
myself as kid but at the same time I was treating this kid as an adult, helping 
him to make the best decisions for him but also accepting his needs, something 
that I had never experienced from my father ( ). It was quite a sweet moment 
actually. ( ). In some ways it helped me to have a more balanced way of acting 
between having free time for myself and studying for my course.” (Barry)
The effect on relationships
For some participants these internal changes affected gradually and subtly the way they 
saw and related to others, i.e. better understanding of the self led to better understanding 
of others and improvements in relationships. For other participants, the changes in 
relationships were much more direct and immediate and they managed to transfer role- 
play dialogues straight from the therapy room into real life situations. All of the 
participants revealed seeing others from a different perspective. In particular, four 
participants talked about how through role-playing, they were able to demystify a 
powerful or idealised other, whereas three participants were able to acknowledge and 
change their split view of others:
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“I think I had, from a distance, sort of idealised her and to sit in her shoes made 
me think that there were things that she would think about me that I sort of 
disregard... I think this whole splitting process where I’d seen her as all good 
and me as all bad was dissolved when I changed roles and I could see that it was 
more grey zones, that there is strengths and weaknesses. It so helped me to make 
her human in my mind.” (Merlin)
“When I am role-playing her, it always kind of diminishes her in my head, 
diminishes her importance and I get all ‘oh, you are just a very irritating woman 
you know?’ nothing more important than that.” (Kathy)
This demystification of a significant other helped five of our participants to feel 
“empowered”, “in control” and more “confident” in their relationships and, as a result, 
this shifted the relationship dynamics. Through practising an interaction in the therapy 
room, they were able and prepared to confront the other person in real life, and to discuss 
with them important issues in the relationship in a more “effective” and “appropriate” 
way, while they might have not felt able to do so for years.
“( ) So it helped me to express myself by saying to my father one single 
sentence.” (Barry)
“Well I think using the technique in a situation like that is empowering because 
it helps me step out of a position where I am less powerful than the person I’m 
talking to and thinking about how I can assert myself more usefully, so I think 
that helps me to stand in my own right with this person without being emotional 
because I’ve done some of the processing in the therapy room; and it helps put 
across my needs assertively and not aggressively; and it helps me anticipate 
trouble that might happen and not be as overtaken or surprised if something 
comes up. And it makes me feel more confident, ( ) because when you do 
something well with a difficult person ( ) it makes me feel more confident in my 
interactions with other people. You know, when you face the demon it looses its
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power over you. So then you feel less or I feel less at the mercy of these kinds of 
people and these kinds of things.” (Kathy)
These accounts seem to be in line with the main purpose of psychodrama therapy, which 
is to enhance the client’s spontaneity. As described by Kipper (1996), spontaneity in 
psychodrama does not have the same meaning as in every day language where it entails a 
sense of lack of control. For Moreno spontaneity is “capable of moving in prescribed 
directions” (Kipper, 1996, p. 108). It is a sufficient response to new circumstances or a 
new response to circumstances that have reoccurred in the past.
Finally, Merlin and Jane reported how role-playing contributed to having a better 
understanding and therefore be more accepting of the other which led to better 
communication in the relationship.
The effect on the therapeutic relationship
Most participants reported how the use of the techniques affected their relationship with 
their therapist but also how the quality of the relationship with the therapist affected the 
use and their responsiveness to the techniques. Feeling safe in the relationship and 
trusting the therapist seemed like pre-conditions to actually engaging in a role-play. Being 
allowed to resist the role-play also had an impact on the relationship (see also “initial 
reaction ” subtheme).
“I think that’s kind of how the relationship was built, through her saying ‘this 
might be a time to use the chair’ and me saying ‘thanks, but no thanks’ ( ). I 
think I felt safe in the relationship to use the chair but then I also felt safe in the 
relationship to say ‘no’.” (Kathy)
“it is evidence that I trust her [the therapist]; so even though I am uncertain 
about the role plays or whatever she asks me to do, I’ll try it because I feel safe 
enough with her and I believe that what she is doing is ok ( ), that what she 
suggests will help me therapeutically.” (Anna)
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“But I guess, there is something about the body and movement, and her [the 
therapist] seeing the whole of me and I think that did impact the relationship and 
that I could trust her cause she’s seen that as well ( ). I think it’s because it’s 
something that I find difficult to do and she was able to make that safe for me to 
do, so that made me trust her even more.” (Judith)
Overview
Although the sample used for this study could be criticized as being too small, it is in line 
with the number of participants (6-8) suitable for an IPA study, as proposed by Smith, 
Jarman and Osborn (1999). This sample cannot be considered as representative of all 
clients who have had the experience of drama and role-play techniques in their therapy. 
However, having a representative sample is not one of the aims of most qualitative 
studies. In contrast, they attempt to produce an in-depth analysis of the accounts of a 
small sample of participants. Therefore, any conclusions are specific to these participants 
and one should be cautious about transferring them to a wider population. Moreover, 
should future research support our findings, these could be transferred to other clients 
who have had the experience of drama and role-play techniques in their therapy.
A further limitation of this study could be the self-selecting nature of participation and the 
fact that almost all participants were women (with the exception of one man). In addition, 
the fact that all of the participants were trainee counselling psychologists may have 
affected the type of accounts received and may raise questions about the typicality of the 
individuals under study. In particular, it can be argued that participants’ role as 
counselling trainees may have shaped their accounts with interpretations influenced from 
psychological theories, something that would be unlikely if participants did not have a 
psychology background. Nonetheless, it should be acknowledged that this research 
represents a starting point in an area that has not been explored before. Other researchers 
may wish to advance knowledge in this field by conducting similar studies with 
informants whose experiences and perspectives have not been represented here.
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This research provides practitioners with some insight about how clients experience the 
use of drama and role-play techniques in their therapy. Our findings suggest that the use 
of drama and role-play techniques in psychotherapy may be met with resistance from 
clients and a variety of difficulties may occur. However, once these difficulties had been 
overcome participants experienced role-playing as something very powerful which had 
significant effects in their view of themselves, their interpersonal relationships, as well as 
the relationship with their therapist.
From our analysis it can be argued that the power of the role-paying in therapy lies in 
factors that are related to its theatrical nature such as the “as i f ’ reality, the use of the 
body, the setting of the scene, as well as the directness of speech. Our participants’ 
accounts reveal something about the importance of being given the opportunity to try out 
new behaviours in practice which, not only contributes to emotional expression inside the 
therapy room but also, has a direct impact in real life situations. Therefore, it might be 
helpful for counselling psychologists who implement a more traditional talking therapy 
approach to use those techniques in order to facilitate a more immediate and powerful 
therapeutic effect. These may be even more important in the case of brief therapy where 
time constraints do not allow any waiting for slow and gradual change to occur.
Finally, the issues of difficulties and resistance while using drama techniques raise ethical 
concerns for the therapeutic practice. As Merlin put it, therapists may very often be 
“ahead” of their clients. However, being “pushed into” doing something that one does not 
feel quite “ready” for, may result in the client feeling uncontained and exposed. 
Therefore, it is an ethical responsibility of therapists to use the techniques carefully and to 
monitor their clients’ reactions in order to assess the right timing for a role-play. Future 
research may focus on how therapists could create a safe and secure environment inside 
the therapy room so that resistance and difficulties could be overcome.
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APPENDIX B 
Interview Schedule
The Experience
Can tell me about times in the course of your therapy when you used role-playing 
techniques? Could you describe your experience?
Prompts
What did you have to do?
What role did you play?
Can you describe any feelings or emotions that you experienced before, during and after 
the role-play?
What happened after the role-play?
To what extent was that helpful or unhelpful?
Relation to talking therapy
What part does the use of role-play and drama techniques play in your therapy as a 
whole?
Prompts
How often do you role-play?
How do you decide when to use a role play?
Who makes the decision?
How is it for you to explore an issue through a role play rather than through talking about 
it?
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Relationship with the therapist
Can you describe your relationship with your therapist?
Prompts
How has your relationship with your therapist impacted or not impacted on the use of 
drama and role play techniques in your therapy?
How has the use o f drama and role-playing impacted or not impacted on your relationship 
with your therapist?
Previous relationship to drama
Can you describe any previous experience or relationship to drama and role-playing 
outside the therapeutic context?
Prompts
Did you know that your therapist was using those techniques before you started therapy? 
How has your previous relationship to drama affected of not affected your choice of 
therapy?
How has your previous relationship to drama affected or not affected your responsiveness 
to the use of role-playing in your therapy?
Impact in every day life
How has enacting something in therapy impacted or not impacted your everyday life? 
Prompts
How has it affected or not affected the way you dealt with those issues in real life 
situations?
How has it affected or not affected the way you interact with others.
How was the transition from the therapy room to a real life situation?
156
APPENDIX C 
Ethical Approval
UNIVERSITY OF
Dr Mark Cropley
Chain Faculty of Arts and Human Sciences Ethics Fatuity ofArt$ end Human Sciences
Committee 
University of Surrey G u ild fo rd -  S u rrey  G U 2 7XH UK
T: + 44  (0 )1 4 8 3  6 8 9 4 4 5  
f i  +44  <0)1483 6 8 9 5 * 0
w w w .s u rre y .a c .u k
Ioanna Petropoulou 
Trainee Counselling Psychologist 
D epartm ent of Psychology 
University of Surrey
22nd April 2008
D ear Ioanna
Reference: 225-RSY-Q8
Title of Project: 'Clients’ experiences of the specific Influences of the use  of drama 
techniques In psychotherapy: An Interpretative phenomenological analysis’
Thank you for your subm ission of the above proposal.
The Faculty of Arts and Hum an S ciences Ethics Com m ittee h as given favourable ethical 
opinion.
If there a re  any significant ch an g es  to  this proposal you m ay need  to consider requesting 
scrutiny by the Faculty Ethics Committee,
Yours sincerely
Dr Mark Cropley
157
Appendix D 
Letter to participants
Dear Sir or Madam,
Re: Clients’ experiences of the specific influences of the use of dram a and 
role-play techniques in therapy (Research Study)
I am a Counselling Psychologist in Training at the University of Surrey. With the 
agreement of the University of Surrey Ethics Committee, I am carrying out a qualitative 
research on clients’ experiences of the use of drama and role-play techniques in therapy, 
as part of my doctoral thesis.
I am writing in order to request for your assistance in locating suitable participants for my 
study. I am looking for adult male or female clients, who have been in therapy for at least 
6 months within the last 4 years and are willing to share their experience with me, in a 
one-hour semi-structured interview.
I believe that clients’ feedback is important in improving our services. By participating in 
this research, you will be contributing to an effort to gather more detailed and in-depth 
information about what clients find helpful in therapy.
Please find enclosed an information sheet that includes further details about this research. 
If you believe that you fulfil the criteria for participating in this study, I would like to 
invite you to take part in it.
If you have any queries about this study or would like to take part, please contact me via
e-mail a t ...................................... I sincerely appreciate your taking time with my work and
I look forward to hearing from you.
With kind regards,
Ioanna Petropoulou 
Lead Researcher,
Counselling Psychologist in Training 
E-mail:
Under the supervision of 
Dr. Riccardo Draghi-Lorenz 
Counselling Psychologist
Director of PsychD in Counselling Psychology, University of Surrey
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Appendix E
Information Sheet for Participants
Clients’ experiences of the specific influences of the use of drama and 
role-plav techniques in psychotherapy
You are being invited to take part in a research study. Before you decide whether or 
not to take part it is important for you to understand why the research is being done and 
what it will involve. Please take time to read the following information and ask us if 
anything is not clear or you would like more information.
W hat is this research about?
The aim of this research is to find out more about your past experiences of the use of 
drama and role-play techniques in your therapy. The information that you are able to 
provide is invaluable in helping us better understand what clients find helpful and 
unhelpful about the use of drama and role-play in therapy and to inform psychotherapists 
in order to improve future services provided.
W hat will I have to do if I take part?
If you volunteer for the study you will be asked to attend an interview lasting 
approximately an hour to explore your experiences of therapy. This will be conducted by 
Ioanna Petropoulou, lead researcher, and can be arranged at a place and time of your 
convenience. You will be asked if the interview can be tape-recorded so it can later be 
accurately transcribed.
Do I have to take part?
You are in no way obliged to take part in this research. Your decision whether or not to 
take part will not affect your current or future care offered by your personal therapy or 
other psychotherapeutic services. Even if you agree to take part you are free to change 
your mind at any stage during the research.
Will it hurt?
The interview will ask some background about what were the main concerns leading you 
to dramatherapy, what has attracted you to dramatherapy, your hopes for therapy and 
what your experience of dramatherapy was. These questions are not thought likely to 
cause distress, but may cover issues of a sensitive nature. You are only asked to offer 
information that you feel comfortable with and are free to withdraw from the study at any
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time you wish. On the other hand, taking part will enable your views to be heard and offer 
you an opportunity to reflect on your experiences of therapy, which may be helpful.
What will happen to the information that we provide?
The information provided will be treated entirely confidentially within the research team 
(please see below). No information you provide will be shared with your therapist unless 
you were to mention something that caused concern regarding your safety or anyone 
else’s. The audio-tape and transcript of your interview will be kept secure and will only 
be used for research purposes. Information that is used in the final report of this research 
will be anonymised, so that people involved cannot be identified.
What to do next?
Think about whether you would like to take part in this study. Once you have decided 
please telephone or e-mail Ioanna Petropoulou, lead researcher (please see below for 
contact information). Please leave a message to say you are interested in taking part with 
your name and contact information. You will then be contacted to arrange an appointment 
at your convenience and written confirmation shall be sent. If you would like to discuss 
any aspects of this research further before making a decision, please contact Ioanna 
Petropoulou, lead researcher, as below.
Many thanks for taking time to read and consider this information.
Ioanna Petropoulou
Lead Researcher, Trainee Counselling Psychologist 
Tel:
E-mail:
Under the supervision of 
Dr. Riccardo Draghi-Lorenz 
Counselling Psychologist
Director of PsychD in Counselling Psychology, University of Surrey
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APPENDIX F
Title of project: Clients’ experiences of the specific influences of the use of drama techniques in 
psychotherapy
Name of lead researcher: Ioanna Petropoulou, Trainee Counselling Psychologist
Name of supervisor: Dr. Riccardo Draghi-Lorenz, Counselling Psychologist, Director of PsychD in
Counselling Psychology, University of Surrey
RESEARCH CONSENT FORM
Please initial each box
1. I confirm that I have read and understood the information sheet previously sent to 
me for the above study and have had an opportunity to ask questions. I I
2. I understand that my participation in the study is voluntary and that I am free to 
withdraw at any time without giving reason and without my medical care or legal 
rights being affected.
3. I understand that all information gathered will remain confidential but will be 
included in an anonymised form in a written report. The only exception to 
confidentiality is where serious concerns are raised during the interview.
4. I am aware that the interview involved in this research will be audio-taped and 
transcribed for research purposes only and shall be kept confidential. I ~ \
5. I agree to take part in the above project.
Name of participant: 
Date:
Signature:
Name of researcher: 
Date:
Signature:
Thank you for completing this form.
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APPENDIX G
Background Information Sheet
1. Are you? Male / Female
2. How old are you? [ ] years
3. How would you describe your marital status?
Single
In a relationship 
Married
Living together with partner 
Divorced / Separated
4. What is your highest education qualification?
None
High school graduate
A-levels
Diploma
Degree
Postgraduate degree / diploma
5. How would you describe your ethnic origin?
Choose one section from (a) to (e) and then please tick the appropriate category to 
indicate your ethnic background.
(a) White 
British 
Irish
Any other White background, please write in below
(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
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Any other Mixed background, please write in below
(c) Asian or Asian British 
Indian 
Pakistani 
Bangladeshi
Any other Asian background, please write in below
(d) Black or Black British 
Caribbean 
African
Any other Black background, please write in below
(e) Chinese or Other ethnic group 
Chinese
Any other, please write below
6. How long have you received therapy? [ ] months
Thank you for completing this questionnaire.
APPENDIX H
Example of transcript
I: Thank you for agreeing to take part. Ok, so I’m doing a research on the experience of 
clients on the use of drama and role-play techniques in their therapy which would include 
any kind of enactment even if that means having to play yourself or somebody else. I’m 
aware that you’ve used some of those techniques in your own therapy. Could you start by 
telling me a little bit about your experience?
J: I’ve mostly done the two chair technique cause my therapist is Gestalt but I’ve also 
dome some other weird stuff which I don’t know if it has a name but just kind of walking 
around the room and doing things like that, or walking differently and seeing how that 
affects me or how I’m feeling. I guess it’s almost like the two chair technique but in 
movement, in action.
I: Yes it would be useful if you could tell me about that as well cause it sounds like an 
enactment. Can you start telling me about your experiences of the use of those 
techniques?
J: Do you want to know what my experience was like or what it was about or both?
I: Both and what you feel is more important about your experience.
J: I think for me doing the two chair technique was really difficult actually and it was
something that we worked up towards in therapy, it wasn’t something that just came 
easily to me. I think that sometimes when we talked about things that I could kind of see 
it in my mind that it would be really useful to do the two chair technique, and at the 
beginning I would just look at the chair and just go “I hope she doesn’t say anything, I 
don’t want to do it, just go, I can’t look at the freaking chair”, I would dislike it. But 
whenever she suggested it I would do it and it would be quite easy in the beginning but 
then would be really difficult; like it would be me talking, but we mostly did it with other 
people so it wasn’t necessarily like two different parts of me or anything, it was more if I 
had problems with other people and to understand what that was in me and things like 
that. And I could talk from my perspective and get into it and stuff like that but I found 
difficult to do and I ended up looking at her to see if I was doing the right thing and see if 
she had opinions about it and things like that.
I: But you said you found it really easy as well?
J: Yeah, well I haven’t told you the other half of the story. So I could express me but 
whenever I went to sit on the other side of the chair I just blanked, I wouldn’t know what 
to do and I’d feel really unsafe that I wasn’t sitting in the sofa where I usually sit and that 
would feel quite unsafe and kind of go “shit”, there was something very different about it
and I didn’t feel as protected as when I was sitting in the sofa.
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I: So sitting in the position of the other person felt quite uncomfortable.
J: I don’t know if it was that I was in the position of the other person or it was actually the 
physical movement; that I had to actually physically move from the position where I was 
sitting and talking about lots of intimate things and then suddenly kind of sitting 
somewhere else; it’s a disruption. Cause I’ve noticed in therapy when she’s hoovered the 
room and the chair is not exactly in the same space it used to be, even her own chair, it 
will feel like “you’re not supposed to sit there” and I kind of move around and I think it 
really affects me, the physical movement... Do you know what I mean?
I: So some kind of disruption in the way you usually position your body in the room.
J: Yeah; and I think it feels unsafe but at the same time it also represents a lot of who I am 
in life, my kind of challenges in general; like I’ve never been really into doing theatre or 
performing or things like that. I always find it quite frightening or intimidating to do 
things like that, so it’s a similar feeling. So although she would always tell me “it’s not 
about the acting, it’s about getting in touch with the feelings”, it would still feel quite 
exposed I guess.
I: So does the frightened part had to do with the acting or how others would see it or is it 
something else?
J: I don’t know, maybe it has something to do with control or if I’m not in this kind of 
position or chair where I am usually at then there are so many factors that I can’t keep 
track on, so I then I feel a bit more out of control I think, like I am not quite safe 
anymore; and I think there was an aspect of it as well where I was wondering if I was 
doing the right thing. Am I doing it right? Is there a right way of doing this? I was kind of 
looking for guidelines so I think we really worked up towards using it and then eventually 
coming towards the end it was fine using it, and I could get into the roles and have much 
mire ftm with it; and I found it really helpful. It’s a really powerful thing to do, to 
understand maybe how I interact with certain people or what it is in them that triggers 
something in me, or what it is in me that triggers something in them...
I: Did you know from the beginning that your therapist was using that technique?
J: Yeah, I mean I knew she was Gestalt so I knew it was part of the therapy.
I: Can you recall how you felt about it in the beginning cause you said it felt 
uncomfortable but then it changed. Do you have any idea how this change occurred?
J: I would think lots of different factors. One of them it’s just doing it and you get the 
hang of it, and I guess that made me feel a bit more safer. Another one is learning to trust 
my therapist and that I am safe with her even if I’m not in that specific chair.
I: Are you saying that your relationship with your therapist played a role into how you 
responded to the technique?
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J: Yeah, oh yeah! If I didn’t trust her I wouldn’t do it; there is no way I would have done 
it.... But I was gonna say that it also goes much deeper than just feeling uncomfortable, it 
has to do probably with some of the deeper reasons that I come to therapy in the first 
place which is feeling not good enough, or feeling that I need to do the right thing for 
people to like me; things like that definitely played out in using the two chair technique.
I: Could you tell me in what way was that linked to the two chair technique?
J: It’s linked in that I would think “I need to do this right” or how it....
I: How it would come across?
J: Yeah, exactly. And I guess how it changed is that on one level, as I became more 
comfortable with myself, more comfortable with who I am even if  I can’t do things right, 
that became much more comfortable as well.
I: And you also mentioned that sometimes you talk about things that it would make sense 
to use the two chair technique. Are you implying that there are specific things that feel 
more suitable for the use of the two chairs?
J: Well I think for me there were. If there are certain difficulties I have with a person, or if 
I had an interaction with someone that I just couldn’t get my head around or I couldn’t 
work out what was going on, or why was I doing this and it was really difficult to just talk 
it through whistle the other person isn’t there and secondly you can end up getting really 
stuck with in a circle and you kind of don’t know how to get out of it and that’s when it 
was particularly useful for me, to help almost kind of break things up and kind of own my 
own stuff and also give to the person back what was their stuff, so it would kind of tease 
out who was who, or how does it clash or what’s the conflict or what’s the problem; and 
that’s when it was particularly helpful for me and I think there were moments where it 
just lends itself to doing the two chair technique; it just fits.
I: So do you usually use the technique when there is an issue or a conflict with another 
person or have there been other occasion when you’ve used it?
J: Well there have been times as well when there were things I wanted to tell a person and 
I didn’t know how to do that, or kind of practicing telling to someone something, or 
getting in touch with maybe some vulnerable emotions or difficulty or even love or 
anything that I wanted to tell to someone and the technique helped me to express that and 
get in touch with that I think. So not only conflict; but it has been useful for conflict.
I: So does it always involve another person?
J: It has dome for me I haven’t done anything with two parts of myself or whatever; it has 
always been with another person.
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I: You said at some point that it is different from talking about things. How is that 
different? Could you tell me a bit more?
J: I think it’s different because it is more structured and almost put a piece here and a 
piece there, so you kind of break things up a bit, not compartmentalising or cutting off or 
separating; but especially when it’s with another person that triggers a dynamic, like if 
I’m with someone and I notice that there is a specific dynamic that kept going, like very 
often when we had PPD there were a lot of dynamics and sometimes I would get out f  it 
and think “wow, what just happened here!”, and you’d feel completely... really confused 
about what’s going on, and I think that’s when the two chair has been really useful for 
me; to learn about these dynamics that I have with certain people and understand my role 
and what I gain from certain things and what I do to myself sometimes and some 
dynamics, that I might put myself down, and that has been really helpful, to just learn 
how I react or I am with different kinds of people which in some way has helped me feel 
more grounded with lots of different people; I think grounded is very important. I am not 
sure how to explain it; like if I am not aware of some aspects of me, it’s much easier to 
get caught up in dynamics in some situations when you don’t really know what’s 
happening and so using the two chair technique I’ve been more aware of different aspects 
of myself that maybe I didn’t want to see or didn’t want to acknowledge.
I: So in comparison to talking about things, is it about being more structured and making 
things more clear?
J: Yeah, it does. I think I can own what’s me and what’s my feelings and my thoughts 
and that makes it easier to tease that out, between what is the other person and the stuff 
back to them, whatever that is, and I can own my stuff whether that would be fear or hurt 
or... I don’t know
I Are you saying that you can’t actually do that just by talking through the difficulties?
J: Well, sometimes I can do it by just talking but sometimes it is just really helpful to do 
the two chair technique... I can’t really remember what was the thing that we did with 
just kind of walking around the room... I think it was something about my supervisor 
whom I have this year and I quite admire her; and I think in the beginning I had definitely 
idealised her and she was cool, well not cool, just everything that I wanted to be and I 
could totally see that I was doing it, but I didn’t know how to extract myself, I didn’t 
know how to stop it. And I think my therapist... well both of us walked around the room 
and I described what it was about my supervisor that was so amazing which are things 
like she is strong, she is grounded, she is boundaried but at the same time very warm and 
empathie, and I think my therapist she tried to get me to say these words and then she said 
“how would you walk if you were that kind of person?”. Initially I couldn’t do it on my 
own, so my therapist did it with me and we walked around the room; and I was really 
uncomfortable with that, but I did it anyway. And it was really helpful actually, really 
helpful.
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I: What was the part of your therapist in that? Did she just walk around with you?
J: Well she was doing the same thing with me; so she’d say strong and she’d walk as a 
strong person...
I: And how did it feel like to do that with your therapist rather than on your own.
J: Well it felt completely different. I think again for me it is something about feeling safe 
you know, if she is doing it as well... I think all of this for me is about feeling safe, that I 
am not going to be criticized or... and she is in the same thing then she can’t judge me 
and she is being just as silly as I am; I guess not feeling alone in doing it, feeling like I’ve 
got company, yeah... and I guess also respecting her for it, cause if she’d ask me to do 
something and she wasn’t doing it herself, I’d be like “well, why should I be doing it 
then?”; so it’s actually respecting her putting herself out there, cause I think sometimes as 
a therapist and I know from myself that you don’t want to seem incompetent or seem 
silly, maybe not silly, but you want to have some kind of believability about you. So I 
really respect her for doing that. And it’s made it a bit more possible for me as well as 
therapist to be a bit more dynamic maybe.
I: You mentioned that you talked about issues with your therapist before going into the 
role play. Can you describe to me the whole process, like what does usually happen 
before and after the role play?
J: I think like for example with my supervisor we started talking about it and my 
supervisor said “well maybe now is a good time to use the two chairs” and we talk about 
if it is or if it isn’t a good time and what the problem is if it isn’t, and she’d ask me to 
describe how the person is, she is tall or she’s got short haircut and she’s got glasses and 
jewellery, and just kind of imagining her, how does she sit; so we do that and then 
depending o what the issue is we’d say what is it that you would like to tell her and 
sometimes she’d actually help me out and say “well, could you something like...”, she 
wouldn’t say “ok use these words, she would just say “ok, could you something like this 
to her?”, “how is that for you?”, and she would then encourage me to look at the chair 
instead of looking at my therapist and when I’d said what I needed to say she’d encourage 
me to stop looking at the chair and take my time and say how did that feel like and then 
she would say “did you hear what Judith said?”, “would you like to say something back 
to her?” and that would probably happen a few times depending on the issue, we’ll go 
back and forth and usually it would come to a natural end when I’d either get in touch 
with what is really the problem, so maybe what we were talking about wasn’t really the 
problem and I would connect with what is really the difficulty for me and we would leave 
the chair and talk about that, or it might come to a natural end just because I realised what 
was going on. I think with my supervisors it was that I see that I don’t have all of these 
things that she has, but I do; it’s projective identification; I’m giving her my own stuff in 
a way and I think for me that’s helped; it’s helped me realise that I have all these aspects 
in me that I really admire in her, like strength or perception or confidence, so that I could 
take it back instead of saying “she’ got all this I don’t have it”, to just say “well that’s 
mine and that’s mine and I can have that back”; and that’s helped me to gather myself, to
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ground myself a bit more and it really did change. And I’d done this with other 
supervisors as well when I had difficulty with them and it’s really helped me when I’m 
with my supervisor when I do the two chair technique because, although I still idealise 
her, but I feel much more empowered and much more grounded. I don’t loose myself that 
much as I did before. Because before the two chair technique I would feel like this little 
student who comes to the teacher and she is such a good girl and seeing her as everything 
she said was right and now, after doing that, obviously I’m still the trainee that’s just the 
dynamic, but instead of the difference and the power dynamic being like this it became 
like that (shows with her hands a more equal level). Yeah, just getting my self back a bit 
more.
I: So through the physical action, through walking like her you saw parts of yourself 
somehow.
J: Yeah, yes.
I: Well that brings me to another question. You mentioned that the use of the technique 
was really helpful in your interaction with your supervisor and I am wondering how the 
use of the technique has affected you in real life situations. And how was that transition 
from the therapy room to the outside world.
J: I guess it’s a bit more like a practice. It’s not a subtle as the change that would happen 
if you just talk about something cause then you’d walk away and think about it but with 
the technique you just do it; it’s not as subtle, it’s kind of brutal, not brutal, a bit more of a 
drastic change I think; and if it’s something I want to change then I can kind of do it, I 
can kind of practise it. I remember last year with my other supervisor, I didn’t idealise her 
but we had a really horrible experience, we just clashed enormously for the first few 
months. So I went to therapy and I had already talked with my therapist about this 
problem for a few weeks so I was kind of prepared, it wasn’t like the two chair technique 
magically made it better, but once we did do it, I kind of practised what I wanted to say to 
my supervisor. So there is something about having the opportunity to practise it so that I 
could go then to see my supervisor and actually say what it is that I wanted to tell her, and 
I had already practised it so I felt much more secure in doing it. I had clarified my 
thoughts and ideas and feelings already and had thought about how she could possibly 
react to me.
I: So you thought of different scenarios about how things might go.
J: Yes, and that enabled me to feel a bit more in control, a bit more able to just express 
myself to her. And it completely changed my relationship with my supervisor; we had a 
decent relationship after that. I mean you know we wouldn’t be friends outside 
placement, we wouldn’t be best buddies but we had mutual respect for each other and I 
learned an enormous amount from her and she respected my work as well after that. So it 
did have a real impact.
I: So it somehow affects the way the way you interact with others.
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J: Yeah, it does.
I: Can you tell me a bit more about how it has affected the way you interact with people?
J: Well, I haven’t thought of that before; I am trying to think of what to say. I think it has 
something to do with me owning my stuff and my emotions and only just recognising and 
acknowledging what is my process with someone else; and if I wanted to change that 
dynamic, if it was unhelpful, it has given me the tools to express what I want to the other 
person.
I: What tools are those?
J: I guess it something about symbolising, something about acting it out; it’s as almost a 
practise for real life, if you wanna call it like that... What was the question again?
I: You said it gave you the tools to talk to change and I was wondering if you could tell 
me what you think these tools were.
J: Well, I’m not sure tools is the best word, but there is something about feeling much 
more solid and grounded which then made it possible for me to talk about the dynamic 
with someone or letting them know what is going on, if it’s something that is unhelpful or 
if its something that’s really helpful as well; for example with my dad I was able to tell 
him how much I love him and that’s something I don’t think I’ve ever done because we 
had a really distant relationship; and so it’s not only when it’s unhelpful it’s also when it’s 
something positive as well. I guess I felt more grounded or prepared in being in certain 
dynamics that might be difficult for whatever reason, cause I really love them, or cause I 
don’t like them or whatever. Prepared, I think that’s the word.
I: So there is something about doing it beforehand, rehearsing...
J: Yeah, yeah, I think so...
I: Can you recall any kind of emotions that you experienced before, during and after the 
use of the techniques.
J: I think it’s been a range of emotions. It’s definitely allowed me to express sadness 
which is not easy for me, also love with my mum, telling her as well and anger, that’s fun, 
a lot of things actually. Yeah, I’m sure there is more but these are the main ones I think.
I: And you’ve told me a lot about how it feels to play yourself and I was wondering if you 
could tell me a bit more about how it feels to be in the role of the other person.
J: In the beginning I used to just go blank and I couldn’t get into it and I felt quite unsafe 
doing it, and at times I’d feel resentful cause if it was someone I was having a problem 
with, I didn’t want that person in my therapy room; this is like a safe space for me, it’s 
my time, it’s my therapist, I didn’t want that person there, whoever it was; sometimes 
there was a dynamic with a client and I’d be like “I really don’t want the client in my
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therapy” and that was difficult but really helpful. And then sometimes it was easier to get 
into different roles, especially when you do the body language of that person it would 
seem easier to get into the role.
I: ... rather than talking about it
J: Yeah... or even it’s easier to put it into words when my body is doing something.
I: So a combination of the two.
J: Yeah... and I think in the beginning I would look at my therapist a lot to see how I 
should do this, if it’s the right thing, and it’s actually quite a scary thing to do. But it got 
easier, yeah...
I: You mean it’s scary to be in the role of the other person or is it scary doing the two 
chair technique in general?
J: I think being the other person is quite scary, certain people maybe, maybe it’s emotions 
that I don’t want to have or that I don’t want to recognise in myself, then it would be quite 
scary, when it’s sadness or something like that, then it would be really harder to be the 
other person; cause sadness is difficult for me then it would be more difficult to go on and 
be the other person, if it’s sadness or whatever it is that they are expressing.
I: So the feeling that the other person is expressing is difficult for you, difficult to get in 
touch with.
J: Yeah, yeah, but I think those are the times when I’ve learned the most.
I: So when it’s different from you...
J: Yeah, yeah, it’s different but maybe these are things that I don’t want to, that I find 
difficult to acknowledge in myself; cause I have all those emotions as well, sadness or 
whatever it might be, yeah... But that’s when I’ve learned the most cause I got connected 
with those emotions in myself.
I: When you have to be in a role that is far from how you usually are, that’s when you 
learn the most.
J: When it’s the thing that I might be most disconnected with, yeah...
I: You talked about times when you don’t want to do it, what does usually happen then?
J: A couple of times I just did it anyway cause I thought I just needed to get over this fear, 
so I just did it anyway; but it was actually quite difficult for me to do it; and there have 
been a couple of times when I actually said I don’t want to do it; and then sometimes we
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talked about why I didn’t want to do it and then we’d done it. It’s kind of turned into 
wanting to do it, cause we talked about what is it that makes me not want to do it; but it 
eventually was a good experience to be able to say “no” as well, because I have a 
tendency to just do things. If it’s really difficult I’ll do it just cause I should do it or I 
should just get over it and just do it. So it’s also been a good experience for me to actually 
say “no, I don’t want to do this”, and that it’s o.k. to say “no” to scary stuff; it doesn’t 
make me boring or dull.
I: So even refusing to do it has been a helpful experience.
J: Yeah, it has...
I: So what part would you say the techniques played in your therapy as a whole?
J: Well, I didn’t use it that often. I’ve been in therapy for two and a half years and I 
finished about two or three weeks ago. I would say we used it probably under fifteen 
times over 2.5 years. As frequency, we didn’t use it very often and I think she didn’t want 
to; but I really remember the times that I’ve dome it cause it has a real impact on me. So 
it has played a really big role in me changing and understanding or acknowledging things 
about myself and other people.
I: So although it wasn’t that often is feels like it was a very powerful experience and it 
had a big impact on you.
J: Yeah, it has been, yeah...
I: Would you say the technique could stand on its own?
J: No, no, it has to be a part of the therapy, for me at least, I don’t think I would do it 
otherwise. Although I did a two-chair role play when we had lectures, but that was 
different I think. I don’t think I could have done it without having a relationship with her; 
it would feel very unsafe and it wouldn’t be as powerful either; and if I had a therapist 
who wanted to do the two chair technique the whole time, I’d feel like “do you not want 
to listen to me?”, “d you have to refer to this chair all the time?”. I think I’d feel it’s 
sidelined if she did it too often. And no, it has to come with talking therapy, at least for 
me.
I: So one thing is the talking and the other thong is the relationship.
J: Yeah, I think for me therapy is about connecting not only with yourself but also 
connecting with your therapist and if he or she doesn’t want to do that but wants you to 
connect wit the chair the whole time, then it wouldn’t work for me, I wouldn’t feel heard.
I: How would you describe your relationship with your therapist?
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J: Accepting... It’s a bit tricky, cause it was a very deep relationship I think, and I left two 
weeks ago and it was the hardest things that I’ve done, I haven’t cried so much in my life, 
well I have, for a funeral, and it was a similar kind of experience, it was a very important 
person and I wouldn’t see her, ever again. It was a very trusting and a deep relationship 
and I felt good enough, she’s helped me realise that I am good enough and how important 
it is to know these things. It’s been a very deep relationship. I find it quite hard to explain 
it...
I: And you mentioned that as the relationship evolved you felt safer in using those 
techniques. That somehow, how the relationship evolved affected the way you responded 
to the technique. I was wondering if you thought something happened the other way 
around, that the use of the technique somehow affected the relationship.
J: Well I’m sure it must have, it’s not a one way thing. I mean at times I was really 
annoyed with her for suggesting using the chair.
I: So was it always your therapist who suggested it.
J: Yeah... I guess in some ways it made it possible for her to see me or accept me in a 
different way while I was doing the technique. It’s almost like she’s seen the whole of 
me, she’s seen me move, not just sitting being static. But I guess, there is something about 
the body and movement and seeing the whole of me and I think that did impact the 
relationship and that I could trust her cause she’s seen that as well....
I: Like seeing you in action...
J: Yeah, seeing the action and seeing the movement I guess. There is something about 
that that I can’t quite explain, I’m a bit confused, can’t get my head around it. Maybe that 
is the whole point, that you can’t quite verbalise it cause it’s something in your body or 
the movement...
I: But you said that somehow it affected the trust between you, that you could trust her 
more?
J: I think it’s because it’s something that I find difficult to do and she was able to make 
that safe for me to do, so that made me trust her even more.
I: You said that you knew beforehand that your therapist was using the techniques. Do 
you think that this affected your choice of therapy?
J: Well, I wanted a Gestalt therapist and I knew that they use these things and because I 
know that I find these things difficult I wanted to work on it. But then I also liked the 
Gestalt directness and the existential aspect of it; but it did impact my choice in that I 
wanted to work on this, work on my whole being, my whole person, not just the talking 
but also my body. It did appeal to me...
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I: It sound like the two chair technique brought in the whole of you, as if by just talking 
something would be left out
J: Yeah, absolutely, yeah, that’s it, exactly. Cause I am thinking that when I work with 
clients now I feel that talking is really helpful but it has to be with something else. And 
even if it’s not with something else in the therapy, even if it’s with sports or some kind of 
exercise, something that involves the body in some way so that it feels like the whole of 
the person is attended to. Like I have a client for example who is quite overweight and 
really unfit and it feels like it should be a part of the work for her to connect with her 
body in some way. And she out herself in an exercise programme, which is quite 
interesting; she started exercising during therapy and she is bringing that in therapy, you 
know, talking about her body, and I think that is really important, for me the body has to 
be included, otherwise, there is something missing like you said.
I: One last question: you’ve talked about it as a helpful experience. Was there something 
about it that was unhelpful?
J: Well not it my experience. But I think if it was used more often then I would have felt 
like I wasn’t heard, or that she didn’t really hear what I want to say, that she would refer 
me to the chair. So I think it could have become unhelpful if it was used more often, if it 
was something that was used the whole time. But I don’t have anything to say about it 
being unhelpful.
I: So is it a matter of how often it is used?
J: I think it has to do also with me as a client. I was able to say that I don’t like it, but I 
guess if I was a different kind of client that found it difficult to speak up, then maybe I 
could see it being unhelpful; but that’s just me imagining, because then you just do 
something that the therapist wants you to do, instead of saying “well I don’t like to do 
this. So for me what was important is that my therapist paid attention to if I wanted to or 
didn’t want to do it. But that very much depended on me being able to tell her that I don’t 
want to do it. I don’t have anything to say about it being unhelpful.
I: Is there anything else that you haven’t told me about the use of those techniques that 
you think it would be important to mention?
J: No, not that I can think of.
I: O.k., well thank you very much.
J: Thank you.
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APPENDIX I
Personal Reflection
Being a trainee counselling psychologist I am often presented with the question of 
research based practice. It is nowadays essential for the NHS and mental health systems 
worldwide, that mental health professionals’ practice is closely linked to research 
outcomes that prove the effectiveness of our interventions. Research is considered by 
some mental health professionals as the key to the “objective truth” about the human 
psyche.
However, this may come into contrast with the philosophy behind counselling psychology 
practice, which is focused on subjective individual meanings. As trainees, we are asked to 
develop advanced empathy, to be able to enter our clients’ world and to explore the 
meaning that their difficulties hold for them. We are asked to leave behind any kind of 
agenda, any kind of preconceived ideas about what is, and what is not, for our clients. 
Nonetheless, such preconceived ideas could easily come from strong research designs that 
offer “proof’ about what takes place within the human nature.
Qualitative research acknowledges the fact that interpretation is always mediated in our 
accounts of certain psychological phenomena. The interest lies in the exploration of such 
interpretations rather than the finding of a single fixed “truth”. Especially IPA is a highly 
subjective method, influenced by the interpretative phenomenological framework of the 
researcher.
Coming from a quantitative research background I always struggled with this supposed 
split between the objectivity of research and the subjectivity of practice. Nevertheless, 
engaging in a qualitative research project gave me a different perspective. I now see the 
potential of research to produce results that take into account the subjective, our personal 
understanding of the world.
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Conducting this research has been a difficult process but at the same time an important 
learning experience for me, both as a researcher but also as a practitioner. The hesitation 
of many therapists to inform their clients about this research, and consequently my 
struggle to find participants for a few months, made me reflect on my own views about 
ethical issues when recruiting participants who are currently in personal therapy. I 
wondered how using clients for research may impact on the therapeutic relationship and if 
there is a conflict of interests there between keeping our clients safe and conducting 
research that requires their participation.
Nonetheless, the aim of research that uses clients as participants is to gain their feedback 
in order to help practitioners create better and more effective therapies for their clients. 
Therefore, therapists’ hesitation to inform clients about participation is not only an 
obstacle for the advancement of research but also poses difficulties on the advancement 
of the therapeutic practice which aims to help those clients.
Finally, the findings of this research made me think a lot about my own the therapeutic 
practice but also reflect on my experiences of personal therapy as a client. The flexibility 
and creativity of therapies that use drama and role-play techniques made me doubt the 
effectiveness of the strict rules and boundaries being posed by the psychodynamic 
approach which I have been practising in my placement for the past two years. I thought 
that as I am getting more and more experience in different theoretical approaches and 
different therapeutic settings, I feel more confident to apply a more integrative approach 
and make my own rules and boundaries in the therapeutic practice.
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Research Report 2:
Therapists’ experiences of using drama techniques in therapy. 
Abstract
This aim of this study was to explore therapists’ experience of using drama techniques in 
therapy with a specific focus on any possible emerging difficulties. Six in-depth 
interviews were analysed using a qualitative template analysis approach. Findings suggest 
that therapists came across two main difficulties: client resistance and feeling 
overwhelmed. Participants referred to client related and therapist related factors that 
contribute to difficulties and suggested various ways o f dealing with those difficulties. 
They proposed that drama techniques have a strong therapeutic effect once difficulties 
have been resolved. All participants identified the therapeutic relationship as the main 
factor that influences the use of drama techniques.
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Introduction
A range of drama techniques, such as role-playing, role reversal, dramatic improvisation, 
rehearsal, performing, storytelling, re-enactment of special events and so forth, have been 
used throughout the centuries for therapeutic reasons. In the late nineteenth century and 
throughout the twentieth, new attitudes towards mental health and the development of 
different psychotherapeutic approaches led to greater understanding of the significance of 
the hypothetical or "as i f  reality upon which drama depends (The British Association of 
Dramatherapists, n.d.). Wiener and Pels-Roulier (2005) define dramatic methods/ 
techniques in therapy as any activity that involves some "intentional pretence” from 
participants (p. 86). Most recently, similar techniques have also been implemented with 
special populations in prisons, hospitals, schools, psychiatric wards etc. in order to help 
the participants to try out new roles and behaviours in safety (Landy, 1994). Role-playing 
has been “associated with the alleviation of feelings of helplessness and uncertainty; with 
reducing the discomfort caused by fears; with instilling hope; with forming a coherent 
sense of se lf  identity; with healing; and with efforts to enhance understanding among 
people” (Kipper, 1996, p. 101).
In a relevant literature review (Petropoulou, 2007) this researcher explored the theory and 
research from three therapeutic modalities that use the language of drama, namely 
psychodrama, dramatherapy, and the gestalt two-chair technique. In all three modalities, 
the client enacts a role in a ‘surplus reality’ (Moreno, 1987, p.7), through which he/she is 
able to elaborate creatively current issues and his/ her relationships with others. With the 
help of the imagery the client takes action, expresses in the here and now of therapy what 
has remained unexpressed in real life and gains alternative perspectives by the use of role- 
playing and role-reversal. The review showed the positive effects of psychodrama, such 
as shifts in behaviour and attitudes when dealing with antisocial disorders (e.g. Sim & 
Lee, 1998), reduction of anger and violent behaviour, as well as greater self-esteem and 
confidence (e.g. Cogan & Paulson, 1998) and the positive effects of dramatherapy for 
people who hear voices (e.g. Casson, 2004; Cox, 1992; Yotis 2000). Research outcomes 
for the effectiveness of the empty-chair technique in the reduction of anger and
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unfinished business are still contradictory (e.g. Greenberg & Malcom, 2002; Paivio & 
Greenberg, 1995). However, chairwork has been found to be superior to person-centred 
empathie responding and cognitive-behavioural problem-solving skills when dealing with 
conflict splits (e.g. Clarke & Greenberg, 1986; Clarke & Greenberg, 1988; Johnson and 
Smith, 1997).
Since this review (Petropoulou, 2007), five further quantitative studies exploring the use 
of drama techniques in therapy were conducted. In an Indian study, Santhosh, Rajitha 
Menon and Jayan (2008) found that a theatre based intervention significantly reduced 
athletes’ negative attitudes towards sport injury. In another study, Blacker, Watson and 
Beech (2008) showed that a combined drama-based and CBT approach resulted in 
significant improvements in anger management in UK adult male offenders. Furthermore, 
Anari (2009) found that dramatherapy significantly reduced loneliness and social 
dissatisfaction among Iranian school children. Finally, Horwitz, Statistician and 
Anderberg (2010) found that a 3-month theatre based intervention with Fibromyalgia 
patients resulted in an increase in self-rated health and a decrease in pain. A correlation 
between strong emotional expression and decreased pain was also observed.
The aforementioned studies use quantitative methods and outcome measures such as 
mental health questionnaires in order to assess treatment outcomes for clients when 
compared to no treatment controls or different treatment. However, they fail to consider 
the specific effects of the dramatic processes (Landy, 1996) that lead to specific treatment 
outcomes as experienced by clients. In view of this, this researcher conducted a 
qualitative study, looking at clients’ experience of the use of drama in psychotherapy 
(Petropoulou, 2009). The findings suggest that drama and role-play techniques in therapy 
may be met with resistance from clients and a variety of difficulties may occur. However, 
once these difficulties had been overcome clients experienced role-playing as something 
very powerful which had significant effects in their view of themselves, their 
interpersonal relationships, as well as the relationship with their therapist.
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From the participants’ accounts in the aforementioned study, it became evident that the 
quality of the therapeutic relationship as well as the therapist’s participation in therapeutic 
enactments, are factors that play a significant role in overcoming difficulties and 
resistance. Clients referred to issues such as transference, trust, containment, therapist 
expertise, and the need for support and approval. Moreover, they suggested that the 
therapist’s positioning in the room, the way he/ she introduces and removes objects from 
the ‘scene’, as well as his/ hers participation as a co-actor/ audience affected greatly their 
responsiveness to the use of drama techniques in their therapy.
In “dramatic therapies” (Landy, 2008, p.75), the theoretical assumption is that the healing 
stems from the relationship with the medium (drama) and therefore the therapist is there 
in order to facilitate and encourage the contact of the client with the medium. In her 
review of the limitations of psychodramatic techniques, Kane (1992) concludes that “the 
burden of responsibility for the success or failure belongs primarily to the 
director/therapist” (p. 188). Following the same line of reasoning, Jones (2008) argues 
that conducting qualitative research which explores therapists’ views can enhance their 
understanding of the core processes that take place in dramatic therapies. However, we 
are not aware of any such study which explores therapists’ views on these processes.
Thus, the current study aims to explore therapists’ experience of using drama techniques 
in their work with clients. Within the broader aim of detailing the experience of using 
drama techniques by therapists, the researcher will particularly focus in the notion of 
difficulties, which was revealed in participants’ accounts from her previous study 
(Petropoulou, 2009). In particular, this study seeks to identify some therapeutic tools and 
skills that therapists could employ in order to deal with difficulties. Aside the lack of 
qualitative research in the field, a qualitative approach was chosen to obtain rich and 
detailed information on how therapists make sense of the therapeutic effect o f drama and 
also, the emergence of difficulties.
Template analysis - a method of data-analysis which uses information from previous 
theory and research - was selected to profit from this researcher’s previous study. Taking
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into account that drama techniques have been used from several theoretical approaches in 
order to achieve different therapeutic goals, results are discussed with reference to an 
integrative theoretical framework. Moreover, the existing literature on dramatic therapies 
is used in order to help the researcher conceptualise and reach a better understanding of 
the participants’ reported accounts.
Method
Participants
This study had a purposive sample (Silverman, 2000) of 6 participants, which is in line 
with the recommendations for the selected research strategy (e.g. King, 2008b), (see 
Appendix C). Four of the participants were women and 2 were men, aged 34 -  65 years. 
Two participants described their ethnicity as White Greek, 2 as White without further 
specification, and 2 as White British. Two participants described their therapeutic 
orientation as integrative, 3 participants as systemic and 1 as gestalt. All participants had 
postgraduate qualifications and their experience of working with drama techniques ranged 
from 4 to 20 years.
Recruitment of participants was conducted by approaching contacts of the researcher who 
were members of professional bodies such as the BPS, the UKCP and the BACP. The 
inclusion criteria for participation were that therapists worked privately and had at least 
two years of experience practising therapy while using drama techniques in their work. 
Participants needed to not be in psychological distress.
Interview Schedule
Participants were interviewed individually through semi-structured interviews. This form 
of data collection was chosen because it fits this study’s research question and 
methodology in that it allows the researcher to elicit and explore the experiences of 
participants in relation to drama techniques, while minimizing the influence of the 
researcher’s assumptions (Britten, 1995). Moreover, by using semi-structured interviews,
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the researcher can be flexible in relation to the questions and their sequence, as well as 
the time and focus that each question is given (Arskey & Knight, 1999). A literature 
review on the potential utility of drama techniques in therapy (Petropoulou, 2007) as well 
as previous research (Petropoulou, 2009) helped the researcher to identify areas that 
needed to be investigated.
An interview schedule was conducted in advance consisting of questions mainly based on 
the research aims and the relevant literature (see Appendix B). These were open-ended 
and non-directive questions in order to allow participants “to tell their own story” (Smith 
& Osborn, 2003, p.57). The schedule was non-leading starting with more general 
questions about the therapists’ experience, and continued with more specific questions on 
difficulties, when and if not these were mentioned. Questions that were expected to cause 
difficulty or confusion to participants were supplemented by relevant prompts.
The format and content of the interview schedule were intended to elicit participants’ 
unique experiences and to allow them to discuss the material that they felt was more 
relevant and significant (Smith, Jarman, & Osborn, 1999). Questions were focused on 
gathering information about the nature of the experience of using drama techniques, the 
emergence of any possible difficulties, the ways to deal with difficulties, and the effect of 
drama techniques on the therapeutic process and outcome (see Appendix B).
Procedure
Following the guidelines by the Faculty of Arts and Human Sciences Ethics Committee, 
University of Surrey, and in collaboration with the research supervisor of this study, it 
was concluded that there are no foreseeable risks under righting this project, and therefore 
an ethical approval was not required.
Participants were sent a letter introducing the researcher and inviting them to participate 
(see Appendix D). An information sheet including further details about the aims and 
procedures of the study was also enclosed (see Appendix E). Participants were assured of
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confidentiality and their right to non-participation or withdrawal at any point of the study. 
In order to avoid any predispositions, participants were not informed about the specific 
focus of this study on difficulties, but that they would be asked to talk about their 
experience of drama techniques in general.
The face-to-face interviews were conducted by the researcher and lasted from 50 minutes 
to 1 V2 hours. They took place at the participants’ place of work, which in most cases was 
their home. Interviews were preceded by a consent form (see Appendix F) and a 
demographic questionnaire (see Appendix G), and they were audio recorded and 
transcribed verbatim by the researcher (see Appendix H for an example of a transcript). 
All therapists were assigned pseudonyms and all personal information regarding 
participants or other people was omitted so as to ensure confidentiality.
Interviews were conducted sensitively and participants’ reactions were monitored in order 
to identify any psychological discomfort that may occur. No apparent harm or distress 
was caused. Nevertheless, the researcher contacted the participants after the interview to 
ensure that their participation did not have any negative implications on their 
psychological wellbeing and that they did not have any reservations about their 
participation in the study.
Analysis o f  data
Template analysis (King, 1998) was chosen as a suitable method for this study due to its 
highly flexible nature that allows researchers to adopt different epistemological 
perspectives, from a realist to a phenomenological one, depending on the research 
question (King, 1998). Positions entailing a degree of realism, and reviewed critically, 
allow researchers to approach the data building on previous research and with some a- 
priori coding definitions in mind (King, 1998). Considering that the current research 
question mainly arose from participants’ accounts in previous research (Petropoulou, 
2009) as well as the relevant literature (e.g. Kane, 1992), this method will allow the 
researcher to follow a critical-realist phenomenological perspective (Spiegelberg, 1940),
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making use of the themes arising from her previous study. Grounded theory and IPA were 
also considered as possible methods of analysing our data. However, these methods 
would preclude stepping on previous findings in order to throw light on specific areas of 
therapists’ experience, and were therefore discarded.
The analytic procedure involved defining some a-priori themes based on the research 
question and the researcher’s previous findings (Petropoulou, 2009). Three sets of broad 
themes were identified: a) types of difficulties arising from the use of drama techniques, 
b) ways to overcome the difficulties and c) the therapeutic effect (if any) of drama 
techniques once difficulties have been overcome. However, the emerging themes were 
not detailed enough to produced an analytic a-priori template in itself. Therefore, we 
additionally used a subset of our current transcript data (two interviews), in order to form 
an initial template (e.g. King, 1998). This included a list of themes identified in our 
textual data subdivided into lower-order codes. A code, in template analysis, is a label 
given to a segment of text which the researcher perceives as relevant to the themes or 
topics in the data that he/ she identifies as important for the analysis (King, 1998). 
Themes are higher level codes that feature repeatedly topics that relate to the research 
question. King (1998) suggests a hierarchical way of coding data as this allows the 
researcher to analyse texts at varying levels of specificity. Thus, groups of similar codes 
were clustered together to create broader higher-order codes.
Finally, this initial template was used in order to analyse the remaining set of transcripts 
one by one. At this point, it must be noted that the initial template was used in a highly 
flexible way (King, 1998). This means that the emerging themes were seen as provisional 
and tentative and constantly revised in the light of the ongoing analysis. The transcripts 
were read repeatedly and their content was frequently compared to the initial template. 
Sections of the text which are relevant to the study’s aims were marked with one or more 
codes from the initial template. New codes were inserted and older ones deleted. Lower 
order codes were classified under higher order codes and a final template was produced 
(see Table 1).
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Evaluation Criteria
Due to the nature of this study, traditional positivist criteria that assess the researcher’s 
objectivity based on disengagement from the data are not considered as appropriate for 
evaluation. Alternatively, Yardley’s (2000), four criteria for evaluating qualitative 
research, can be applied here. Firstly, sensitivity to context is applied through the initial 
exploration of the relevant literature and the continuous attention to this literature 
throughout the data analysis. Moreover, the researcher’s self-reflexivity (see Appendix I 
for personal reflection) and the presentation of the participants’ background information, 
allow an understanding of the contextual dimensions existing between researcher and 
participants. Secondly, the researcher’s prolonged engagement with the research topic, 
not only as a researcher but also as a client, and the immersion in the data by continuous 
revisiting of the transcripts and the emerging codes, advocate a strong commitment to the 
research topic. Rigour, in this study, is indicated by commitment to systematic 
progression in the attempt to elicit understanding and interpretation. Thirdly, transparency 
is achieved by detailing every aspect of the data collection and coding process, and by the 
continuous use of participants’ quotations throughout the write-up. Coherence was also 
attended to by the researcher, who aimed to provide a close fit between the research 
question, the method used and the philosophical perspective adopted. Finally, the impact 
and importance of this research is demonstrated by the previous lack of research on the 
topic and the implications for clinical practice.
In addition, the researcher applied three types of quality checks suggested by King 
(2008a) to be suitable when using template analysis. To ensure independent scrutiny of 
analysis, the analytic process was monitored, and the emerging codes and themes were 
checked by the research supervisor of this study. Moreover, the researcher kept an audit 
trail of all the successive versions of the template, including comments about the 
decisions made at each stage of the analysis. Finally, to ensure reflexivity, the researcher 
acknowledges the impact of her own interpretative framework on the analysis, and she 
has reflected on how her own values may have influenced the research process (see 
Appendix I for a personal reflection).
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In the following presentation of the data, empty brackets ( ) indicate omission of material 
and ellipsis points (...) indicate a pause in the flow of the participants’ speech. 
Information that appears in brackets [ ] has been added for clarification purposes. All 
identifying information, such as names and locations, have been changed to pseudonyms 
or omitted to protect the confidentiality of the participants.
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Table 1. Final Template
❖ Corning across difficulties
o Types of difficulties
■ Resistance
■ Feeling Overwhelmed
o Factors contributing to difficulties
■ Client related factors
■ Therapist related factors
o Ways of dealing with difficulties
■ Promoting/ Preparation
■ Negotiate/ Ask for permission
■ Process beforehand
■ Explore the resistance
■ Stay in task
■ Constantly assess/ check with client
■ Better to stop
❖ Difficulties resolved
o The therapeutic effect
■ On the client
■ On the client’s relationships
■ On the process of therapy
Integrative Theme: The therapeutic relationship
Key:
❖ First Level Codes
o Second Level Codes
■ Third Level Codes
Results
A broad range of data was generated from the analysis of the interviews and a variety of 
common themes and codes were revealed. We defined two top-level themes, each 
subdivided into two or more further levels of coding. Additionally, one theme that was 
common to all the main themes was identified. This could be seen as an integrative 
theme, as it cuts across all divisions in the organization of the template (e.g. King, 2002). 
The purpose of this theme was to help generate a more holistic analysis of our data. The 
first, second and third-level codes and the integrative theme are shown in Table 1. 
However, it is essential to point out that, as template analysis allows parallel coding (e.g. 
Kent, 2000), the suggested themes and codes do not represent distinct separate categories 
and there is a degree of overlap between them. All of the emerging themes are presented 
below. Due to word limit constraints, the themes that are more relevant to the research 
question are described in more detail than others.
Difficulties
-Types o f difficulties
To begin with, participants referred to two main types o f  difficulties that they faced while 
using drama techniques in their work with clients: resistance and the clients feeling  
overwhelmed. Debby gives the following example of a resistant client:
“So I introduced her to the technique and explained that it would be a good idea 
if I interviewed her as if she was her daughter. So I said "If your daughter was 
here and I asked her this question what would she say?” And her response was: 
"How do you want me to know, go and ask her!” (Debby)
Most participants, like Thomas, talked about the danger of a client feeling  too 
overwhelmed and ‘uncontained’ by the techniques as these may evoke powerful feelings:
188
“Because every enactment can evoke a previous trauma that was so visceral so 
somatic and that if you are not careful, you might evoke too much of that, the 
person can be flooded. ( ). There is the risk of the person becoming so depressed 
or ashamed, so that they are overwhelmed.” (Thomas)
These two types of difficulties resonate with results from this researcher’s previous study 
(Petropoulou, 2009) where clients often appeared resistant to engage in enactments or 
experienced very intense and sometimes uncontainable feelings when they finally decided 
to participate. Moreover, the danger of re-traumatisation is also highlighted by Wagner- 
Moore (2004) in the use of empty-chair enactments, whereas Kane (1992) points out that 
“for some clients, the physical and emotional catharsis during psychodramatic enactment 
can be too draining” (p. 184).
Factors contributing to the difficulties 
According to participants, there are several factors that contribute to the emergence of the 
aforementioned difficulties. From the analysis, these factors mainly clustered in two 
groups of client-related factors and therapist-related factors.
Client-Related Factors
Some participants referred to client readiness as a basic factor that may lead clients to be 
resistant or to feel too overwhelmed by the techniques. They thought that sometimes it 
might be “too early” (Chris) for the client to enact an issue in that it can be too 
“emotionally unsettling” (Kate). This finding seems to be in accordance with clients’ 
views from previous research (Petropoulou, 2009), where they referred to ‘timing’ as an 
important factor which influences the way they respond to drama techniques.
Other participants thought that the client’s personality traits may also contribute to 
difficulties. For Kate and Thomas, for example, it seems essential that the client is 
characterised by some “flexibility”, “playfulness”, “creativity” and “openness” to new 
experiences, in order to be able to engage in the process of role-playing. Jenny described
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how it also takes a certain degree of "receptiveness" from the part of the client to engage 
with unfamiliar therapeutic processes - such a drama techniques - which are suggested by 
the therapist and may feel strange or “artificial”:
"It’s so refreshing to have someone that is really taking on board... receptive to 
what’s being said; ( ) with some clients, I suppose, it can sometimes feel as if 
they are challenged by some of the ideas that we put into the room. It feels like 
they are very alien ideas.” (Jenny)
"Some people, you know, are more playful and creative and some others 
aren’t.” (Kate)
Some participants referred to more ‘concrete’ client traits that may get into the way of 
engaging with drama techniques, such as the client’s age or cultural background, which in 
turn affects the client’s personal values. In particular, Kate referred to how it can be 
difficult to use drama techniques with (older) adults because they have lost their ability to 
be playful or because they expect therapy to be “just about talking”. This is in line with 
research which suggests that the clients’ demographic characteristics (see Garfield & 
Bergin, 1986, for a full review) and expectations of therapy (e.g. Strong & Clairborn, 
1982) may affect the therapeutic relationship and outcome.
Debby and Jenny also added to that the example of the client who holds very "fixed 
ideas” about themselves, the world and others. In their experience, these clients are 
usually very resistant not only to the idea of role-playing a significant other, but also to 
the idea of even starting to think as i f  they were that other person. Participants thought 
that having "fixed ideas” may come as a result of several factors such as age, personality 
and culture:
"The other reason might have to do with culture or generation; she was quite old 
( ). The grandmother had very fixed stories about her daughter and she was not 
able to get into her daughter’s shoes and think as if she was he daughter. I really
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don’t know why. Maybe it was against her values as well maybe she didn’t 
believe she could think as if she was her daughter because she is a different 
person and she was not available to step out of her position and enter another’s 
position.” (Debby)
Jude added three more client factors that may bring up difficulties. In particular, she 
talked about the importance of the client’s motivation for change, engagement to the 
process of therapy and past experience of using drama techniques. Furthermore, she 
described how the client’s mood, in the case of depression for example, may also hinder 
his/her ability to participate in a process of role-play:
“So engagement, motivation, past experienced... their mood, you know people 
who are depressed, whether it’s sort of a low level misery rather than deep 
clinical depression, have usually lost the ability to play and be playful and to 
enjoy humor, so again that’s a factor of whether they are going to engage with 
it.” (Jude)
Related to the clients’ mood, clients’ mental health issues, was yet another factor that was 
said to be contributing to difficulties and specifically to the danger of clients feeling  
overwhelmed. According to participants’ views, some groups of clients seem to be 
considered as more vulnerable and therefore more in danger of being emotionally 
overwhelmed while enacting something in the therapy room. Kate and Thomas 
considered the difficulties of using drama techniques when working with learning 
difficulties, trauma, psychosis and anger:
"( ) when you are working with people with learning difficulties, how you then 
explain some of those processes; or using it with people with schizophrenia ( ) 
which I think can be very helpful, but if you don’t do it very carefully, there 
might be the challenge of making these voices very realistic. So for me there 
would be challenges there as well in terms of how you use them with certain 
groups of clients.” (Kate)
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“I would be very careful with enactment if there is a sort of very violent or 
angry streak, it doesn’t mean one doesn’t work with it, but it needs a cautious 
assessment, with trauma, with anger.” (Thomas).
These accounts seem to contradict previous research which indicates the positive effect of 
dramatic therapies for people who hear voices (e.g. Yotis 2002) and clients who face 
anger management difficulties (e.g. Blacker, Watson & Beech, 2008). However, these 
studies look at outcome measures and do not explore the process of therapy and the 
difficulties that may occur when working with those specific client groups. In addition, 
the participants of the current study did not preclude the possibility of using drama 
techniques with certain groups of clients, but they pointed out the need to be “cautious”. 
Similarly, Kane (1992) argues that although therapists from all orientations should pay 
attention to population suitability, this issue is even more prominent in dramatic therapies 
due to their complex and intense nature which requires clients to be physically and 
emotionally active. Corey (1985) also names various psychodrama experts (e.g. Moreno, 
Balnter, Elefthery and Leveton) who propose that drama techniques “should be used very 
carefully, if at all, with acting-out individuals, with a seriously disturbed population, or 
with a sociopathic population" (p. 211).
Therapist-Related Factors
Apart from client related factors, participants also referred to therapist related factors 
that may be contributing to difficulties in the use of drama techniques. Chris, for example, 
raised the issue of the therapist who suggests an enactment as a result of his/her own 
‘agenda’, rather than assessing what the client’s needs are at that particular moment:
“I am talking about therapist-led intervention. ( ). We as therapists have missed 
something and we are not in touch with the client’s needs. There are many 
reasons but the most important difficulty arises when the therapist thinks that 
they are giving something to the client that will be helpful and actually it isn’t.” 
(Chris)
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This observation confirms Kane’s (1992) view that using psychodramatic techniques 
should be a client-centred process and that the therapist should avoid adopting a very 
active role, where he/she determines the content of the enactment. On the contrary, for 
Kane, the therapist is there primarily to help clients explore their issues, through 
facilitating their contact with the various dramatic methods.
Some participants, reflected upon how their own personal experience of role-playing as 
clients, has formed their views of drama techniques, which, in turn, has also affected the 
way they use them as therapists. In particular, Jenny disclosed that, as a client, she never 
found drama techniques very helpful. Therefore, she does not feel confident neither in the 
techniques, nor in her own ability to use them effectively with clients, which in turn 
affects client’s responsiveness and willingness to participate:
“My personal experience of doing role-plays has not been one that I felt I’ve got 
anything out of. And therefore I think that makes me feel that I can’t do it well 
enough. ( ). If they are not meaningful for me, when I participate in them, I 
don’t know how meaningful I can make them for clients; and I suppose that 
goes back to my experience, cause if I don’t take it seriously enough then I can’t 
invite other people to take it seriously and get something out of it.” (Jenny)
Most participants, also described how their own confidence, uncertainty and lack of skills 
prevented them from proceeding with the technique further, as they were unsure about 
how helpful this was for the client. Similarly, Kane (1992) underlines the risk of failure 
when using drama techniques, if the therapist is not adequately trained. In her view, lack 
of experience and training leads to a misunderstanding of the whole dramatic process, 
where the therapist struggles to combine the dramatic and therapeutic components of the 
techniques and the clients are left feeling exposed and confused.
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-Ways o f  dealing with difficulties
Participants suggested various strategies that therapists could employ in order to avoid or 
to deal with client resistance and the danger offeeling overwhelmed, which clustered into 
the following seven, third-level codes: a) promoting/presenting, b) negotiate/ask for 
permission, c) process beforehand, d) explore the resistance, e) stay on task, f) constantly 
assess/check with client, g) better to stop. Below, we give examples of how therapists 
described each way of dealing with difficulties:
Presenting / Promoting
Most participants talked about the importance of how therapists promote/ present the 
techniques to clients. Thomas, for example, talked about the necessity of giving adequate 
“explanation” to the client about the “rationale” of the technique, including giving 
guidance on what the client is supposed to be doing, and information on “how this might 
be helpful” for him/her. He also stressed the importance of “encouraging” the client to 
take part, empathising at the same time with his/her insecurities about participation, 
acknowledging the awkward and exposing nature of enactment, and offering reassurance 
that they can stop at any point if the technique does not prove to be helpful. Debby also 
described how there was a shift in clients’ reaction to the techniques once she started 
presenting them in a more confident manner than she did in the beginning of her career:
“From the moment I started presenting it as something that I usually do and that 
people find helpful, then clients started to take it more positively.” (Debby)
Jenny added to that, the idea of playfulness, and reflected on how it would affect her 
practice if she was presenting the techniques in a more playful manner. She also 
wondered whether her own lack of playfulness in how she presents the techniques might 
also be responsible for clients’ hesitation to participate:
“I wonder how much more accessible I could make it if it was presented in a 
more playful way ( ). So maybe I set it up with expectations of getting it right
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and doing it in a particular way... whereas if I was to set it up in a “come on, 
you know, lets just play with some of these ideas and just see what happens”, in 
that way, maybe that would help people to feel they could just get into it and 
enjoy it a bit.” (Jenny)
Negotiate/ Ask for permission
Some participants, suggested that, especially when the client is hesitant or resistant, 
therapists should negotiate with him/her whether the technique is going to be useful or 
whether the client feels ready to enact, but, in any case, to ask fox the client’s permission:
“So for me, that’s one thing that you need to negotiate with them if they feel up 
to doing something different or they would be interested in that; so again it’s 
about how you present it and how you negotiate with them doing something like 
that.” (Kate)
“In either case, me as a therapist need to check for the client’s readiness, so I 
need to ask for the permission of the client to proceed” (Chris).
This way of dealing with difficulties brings forward the idea that therapy is a 
collaborative two-way process. In addition, this suggestion throws a different light into 
the concept of trust within the therapeutic relationship in that, it is not only the client who 
needs to trust the therapist, but it is also the therapist who needs to value and trust the 
client’s views and expertise on what is or is not appropriate for him/her at any given time.
Processing beforehand
To avoid the danger of clients feeling overwhelmed by the intensity of the enactment, 
Kate suggested that therapists need to have ‘worked’ with the client’s feelings or issues 
before entering the process of role-playing. She also proposed that the techniques may be 
successful and effective only if the client has already gained some awareness prior to 
entering a role-play. Otherwise, the client may find it difficult to make use of the 
technique and connect with feelings that have not been processed beforehand:
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“You have to work with them on to level of awareness prior to doing something 
like that. Because there might be nothing there or they might be unable to 
connect, or there might be things that are painful or overwhelming. ( ) if there is 
domestic violence, ( ) if they are not at a stage where they have worked a little 
bit on the violence, the anger, the guilt, or any feelings surrounding it, it might 
feel very raw.” (Kate)
This idea highlights the different nature of the dramatic process from traditional talking 
therapy. In particular, Kate makes a distinction here between processing internal 
experiences by talking, as in traditional therapy, and processing internal experiences by 
acting, through drama techniques. It seems that there is an assumption that talking should 
precede acting in order for the technique to have an appropriate impact (i.e. not too much 
impact so as to feel overwhelming, or too little impact so that the client fails to connect 
with his/her internal processes).
Explore the resistance
In order to deal with resistance, most participants suggested that therapists should explore 
with their clients why they are being resistant at that particular moment. This may help 
the client feel more supported and safe to try something that may initially feel scary or 
unfamiliar:
“We work through the resistance. We look at what’s so frightening and anxiety 
provoking for the client at that moment. We look at how does the client perceive 
the situation? Not why, but how? ( ). So then we try to see how we can support 
the client through the resistance, how can we increase the sense of self support, 
so that the client can take a risk and try something new.” (Chris)
In any case, Chris suggested that resistance is helpful even if the client chooses not to 
engage with the technique. Exploring the resistance may provide therapist and client with
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useful information about the client’s internal processes as well as the process of therapy 
and the therapeutic relationship.
"We really value those moments when we get stuck, because that is a possibility 
of a new start, a new kind of awareness.” (Chris).
Stay on task
Participants also suggested “staying on task?’ (Jenny) as a way of keeping the client in the 
role and avoiding confusion. In particular, they talked about how important it is for the 
therapist to be focused on the role play and act in the ‘as i f  situation by “using the name 
of the role” (Debby) that is assigned to the client and reminding the client to speak in the 
first person:
“And of course with enactment people will often deflect and they move from 
talking into first person singular to talking in a more distant way and you need to 
bring them back on track. Then I might actually explain why and say, “I realise 
it’s easier, but the task in this experiment is that you voice this as a statement 
about yourself and see what it provokes in you”. (Thomas)
In general it seems that participants referred to the idea that, in order for the technique to 
have an impact, both therapist and client need to enter the realm of the imagery together. 
The task for the therapist then becomes to keep the client connected to that co-created 
imagined ‘surplus reality’ (Moreno, 1987, p.7) that forms the bases of all dramatic 
processes.
Constantly assess/ check with client
Most participants also stressed the importance of constantly assessing, monitoring and 
checking with the client how he/she feels about the technique. Is the client ready, 
emotionally robust, all right with continuing? Has the client understood the task? Does 
the technique ‘fit’ the client’s needs at that particular moment? Does the technique fit the
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client’s personality? In other words, the therapist needs to constantly reflect on the 
suitability of the technique for that particular client at that particular time in therapy. 
However, participants once more pointed out the collaborative nature of this process, i.e. 
the therapist should ask for the client’s feedback in order to be able to assess his/her 
needs:
“I think it’s about monitoring the process, person, distress or reaction. So I 
might check with them “how are you with this”, “do you want to go a bit 
further?” (Thomas)
“When you meet and work with clients ( ) during the course of therapy you’re 
constantly kind of exploring what fits for them, what’s meaningful for them, 
what makes sense for them, what they are going to take away.” (Jude)
Kate, on the other hand, stressed the importance of constantly assessing and checking 
with the client, even if there are no difficulties involved. In her opinion, if the therapist is 
suggesting an intervention that was not brought into the room by the client, then it is a 
sign of respect towards the client to check with them how they are getting on with the 
technique. This may also be seen as way to avoid the issue of therapist-led intervention 
that was proposed earlier by Chris.
Better to stop
Although participants proposed a variety of strategies to deal with difficulties in the 
implementation of drama techniques, they all concluded that sometimes the best strategy 
is to stop. As Jenny put it “if it’s not working for the client then I’ll move on and try 
something else”. This is especially, when there is a danger of the client feeling too 
overwhelmed. For Thomas in these occasions stopping is the best way forward in order to 
protect, not only the well-being of the client, but also the therapist:
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"I would stop if I think it’s overwhelming. I think it’s partly client, partly self- 
care. I wouldn’t want to have that peculiar situation where the person is so 
distressed that they can’t go home.” (Thomas)
Moreover, Jude described how not stopping at an appropriate time may result to the client 
loosing confidence or feeling misunderstood by the therapist:
"If a client couldn’t enter into it or engage with it I wouldn’t use it, I wouldn’t 
push, because I think the danger would be of somebody loosing confidence, 
feeling belittled, failing at something... feeling perhaps they weren’t understood 
enough. If they are struggling then helping them so far but then letting it go, 
that’s when you say “ok, enactment at this time is not useful”. (Jude)
Difficulties resolved and the therapeutic effect
All participants described drama techniques as very powerful interventions that can have 
a great therapeutic impact once the aforementioned difficulties have been overcome. 
Therapists characterised drama techniques as “enlightening” and they all found that 
through enactments, their clients seemed to gain “a new learning” (Thomas) and a 
“deeper awareness” (Kate) of themselves and other people around them. Moreover, some 
therapists reported that clients were able to communicate better and improve their 
relationships with others after having been in a role-play. Finally, most therapists felt that 
the use of drama techniques had a great impact on the therapy as it seemed to accelerate 
the therapeutic process and help them to “move forward from feeling stuck” (Jenny) in 
their work with clients. Debby gives the example of a client who managed through a 
process of role-reversal to improve her relationship with her sister:
“( ) there was something very helpful in it, things like 6oh, I never thought 
before that my sister was so appreciative of something I said’ and T never 
thought my sister paid attention to that’. So, for me, that was very different
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comparing to the conversations that we had before and how difficult this 
relationship was portrayed and how she was stuck in thinking that her sister was 
not appreciative of her or didn’t like her and that all seem to change just through 
that interview because she was able to position herself differently and talk from 
her sister’s position. So I think there are responses like that which make me 
think that there is something different happening. And there is some sort of new 
awareness or insight.” (Debby).
This finding is in line with results from this researcher’s previous study, (Petropoulou, 
2009) where clients reported that the techniques had a very powerful impact in their self- 
awareness and the therapeutic process, and helped them to improve their relationships 
with significant others.
The therapeutic relationship
One theme that was identified as common to all the main themes of the template 
(integrative theme) was the importance of the therapeutic relationship. All participants 
reported how the quality of the therapeutic relationship affected the emergence of 
difficulties, the factors that contribute to difficulties, the ways in which difficulties were 
dealt with, and finally, the therapeutic effect of drama techniques.
To begin with, some participants saw the therapeutic relationship as another tooVway o f  
dealing with difficulties. Specifically, Chris proposed that exploring how the client sees 
the relationship, i.e. as a source of trust and support, may facilitate the process of 
participating in an enactment and overcoming resistance:
“Working through the resistance, ( ). How does the client utilise me in this 
situation? Does he trust me enough that I’ll be there to support him through this 
experience and then stop early enough so that we can then talk about what he
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has done with it? How does he use me as a social support within the therapeutic 
setting?” (Chris)
In addition, he pointed out that a trusting and strong therapeutic relationship would be a 
prerequisite to using any drama technique in therapy. Therefore, in his experience, the 
implementation of drama techniques should always come at a later stage in therapy when 
a bond between therapist and client has already developed and the therapist “knows more 
about what the client finds helpful or difficult”. The idea that drama techniques should be 
used at a later stage in therapy is also supported by Kane (1992) in her review of the 
limitations of psychodramatic techniques. Kane (1992) argues that therapists should not 
rush into enactment before a substantial amount of trust has been established between 
therapist and client. This however, she argues, is not a process that can be achieved 
instantly through one or two sessions, but it may take a long time for a strong bond to 
emerge.
Jenny described how the quality of the therapeutic relationship might affect the client’s 
responsiveness to drama techniques. This could be linked with the aforementioned 
second-level code of client-related factors, where many participants supported that the 
client’s lack of openness to new ideas may lead to difficulties. And although the client’s 
willingness and openness can be seen as a personality trait, Jenny added that it is very 
much dependent on the trust established between therapist and client:
“In any therapeutic situation, for the client to take up new ideas there has to be 
trust that what the therapist is asking you to do is helpful. ( ) there is something 
essential about the therapeutic relationship being good enough to ask people to 
do something that might be well out their comfort zone.” (Jenny).
Whereas Debby talked about how difficulties in the use of drama techniques may 
reinforce the quality of the relationship between therapist and client. In particular, she 
described how ‘staying with’ the resistance and not pursuing the role-play further, had a
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positive effect on her relationship with clients, as it showed that the therapist was 
sensitive and in touch with the clients’ needs.
Finally, Kate and Thomas reflected on how the therapist’s participation as co-actor in a 
role-play may affect the therapeutic relationship. For Kate, therapist participation has a 
positive impact on the relationship as it reduces the power difference between therapist 
and client, whereas Thomas was more concerned about issues of transference:
“So with you doing something similar, it makes the relationship be a bit more 
similar or it makes you a bit more equal or maybe it makes the power difference 
a bit less and I think clients appreciate that and they find it helpful and they even 
relate to you in a different way and maybe they relate to you in a more human 
way, ( ). So I think it does have an impact on the therapeutic relationship and 
how people experience therapy in general, as something more of a two way 
process rather than something that is imposed on them where they are the ones 
who have to act and show things all the time.” (Kate)
“I guess I would be cautious not to create a particularly problematic 
transference. ( ) I think it might contaminate the relationship if... I wouldn’t 
involve myself if I’m trying to manage the transference.” (Thomas).
The different views between Thomas and Kate about the appropriateness of therapist 
participation in drama techniques may reflect their different therapeutic orientation and 
theoretical background. However, the finding that the therapeutic relationship occurred in 
all participants’ accounts as an integrative theme, confirms the expanding body of 
literature and research (e.g. Meams & Cooper, 2005; Roth & Fonagy, 2005; Clarkson, 
2003; Lambert & Barley, 2000, Orlinsky, Grawe & Parks, 1994) which highlights the 
importance of the therapeutic relationship, regardless of the therapeutic orientation of the 
therapist.
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Overview
Although the sample used for this study could be criticized as being too small, it is in line 
with the number of participants suggested for a Template Analysis study, as proposed by 
King (e.g. King, 2008b), (see Appendix C). The sample cannot be considered as 
representative of all therapists who use drama and role-play techniques in their work with 
clients. However, having a representative sample is not one of the aims of most 
qualitative studies. In contrast, they attempt to produce an in-depth analysis of the 
accounts of a small sample of participants. Therefore, any conclusions are specific to 
these participants and one should be cautious about transferring them to a wider 
population. Nonetheless, this research represents a starting point in the area and therapists 
could keep these findings in mind when attempting to use drama and role-play techniques 
in their work with clients.
A further limitation of this study could be the self-selecting nature of participation. 
Furthermore, the fact that participants were therapists from different disciplines may raise 
questions about the typicality of the individuals under study. In particular, it can be 
argued that there might have been more consistency in the participants’ accounts had they 
all been following the same therapeutic orientation. However, the aim of this study was to 
identify tools and skills that therapists from any discipline could use when working with 
drama techniques. A suggestion for future research would be to recruit participants that 
all identify themselves as ‘integrative’ in order to obtain a more homogenous sample.
This study attempted to explore how it is for therapists to use drama techniques in their 
work with clients. The results show that therapists are faced with two types of difficulties, 
namely client resistance, and the danger of feeling overwhelmed. Participants suggested 
several factors that may contribute to difficulties such as the client’s age and culture, 
personality traits, mental health difficulties, expectations, readiness, engagement and 
motivation. Apart from client-related factors, participants suggested that the therapist’s 
personal experience of participating in role-plays, as well as the therapist’s lack of skills, 
confidence and experience may also contribute to difficulties. However, they proposed
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that these difficulties may be overcome by promoting and preparing the client for the 
techniques, negotiating with clients, exploring the resistance, constantly assessing and 
monitoring the client’s reaction, processing feelings beforehand, and staying on task. All 
therapists concluded that it is not always possible to overcome the difficulties and 
sometimes the best way to deal with them is to stop. However, once the difficulties were 
overcome, the technique had a powerful impact on the client’s self-awareness, his/her 
personal relationships and the process of therapy. Central to the participants’ accounts, 
was the role of the therapeutic relationship that affected every aspect of the 
aforementioned issues related to the use of drama techniques.
These results are consistent with research suggesting that using drama techniques with 
clients can be beneficial, as were the results from this researcher’s previous study 
(Petropoulou, 2009). However, they also reveal the challenging nature of using drama 
within the therapeutic practice, and the diverse factors that need to be taken into 
consideration by therapists, before they decide to enter the realm of the imagery with 
clients. The findings are also consistent with literature (e.g. Kane, 1992) which points out 
the potential dangers and limitations of using drama techniques. The implication for 
therapeutic practice is that therapists need to be very cautious when attempting to 
incorporate some of those techniques into their work. Maybe, as also suggested by Kane 
(1992), it would be useful for therapists who wish to use drama techniques, to seek 
further training that is specifically focused on those techniques.
However, as participants suggested, there are several ways of dealing with the difficulties, 
and this study attempted to become a starting point in revealing some of the tools and 
skills that therapists could employ, so that clients can engage with the techniques in a 
containing and safe way. Finally, we need to highlight once more the finding that the 
therapeutic relationship seems to be the most influential factor related to the use of drama 
techniques. Several authors have noted the limitations of propagating various empirically 
supported techniques without, at the same time, drawing attention to the importance of
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the therapeutic relationship (Gelso, 2005; Holtforth & Castonguay, 2005; Lejuez, Hopko, 
Levine, Gholkar, & Collins, 2005; Safran, Muran, Samstag, & Winston, 2005).
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APPENDIX B 
Interview Schedule
The Experience
Can tell me about times when you used role-playing techniques in your work with 
clients? Could you describe your experience?
Prompts
What sort of techniques did you use?
How often do you use those kinds of techniques?
What part do those techniques play in your work as a whole?
How would you describe the therapist’s role during enactment?
To what extent have these techniques been helpful or unhelpful in you work?
Client reactions
How would you describe clients’ reaction to the techniques?
What factors do you think affect clients’ responsiveness to the techniques?
Prompts
If they mention difficulties
Can you describe any further difficulties that you came across while attempting to use 
drama techniques?
What do you think contributed to the difficulties?
How did you deal with any difficulties that occurred?
Looking back, would you do something differently?
If they do not mention difficulties
Are you satisfied by your work when using drama and role-play techniques with clients?
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If ves
Did you have any difficulties while attempting to use drama techniques in your work? 
What types of difficulties did you come across?
The impact on the process of therapy
How do you think the use of those techniques affected or not affected the process of 
therapy?
Prompts
How do you think those techniques affected or not affected the client’s life?
How has the use of drama and role-playing impacted or not impacted on your relationship 
with your client?
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APPENDIX C
E-mail correspondence with Nigel King
From: I.Petropoulou©surrey.ac.uk [I.Petropoulou@surrey.ac.uk]
Sent: 28 April 2010 19:32 
To: Nigel King
Subject: Template Analysis Query 
Dear Professor King,
I am a trainee in my final year at the PsychD in Counselling and 
Psychotherapeutic Psychology course. University of Surrey. For my 
doctoral thesis I am interviewing therapists on their experience of the 
use of drama and role-play techniques in their work with clients. My 
focus and research question is on any difficulties that therapists may 
come across while using drama-techniques with clients.
Although I initially intended to use 13 participants I am now near the 
deadline and have not been able to find more than 5. Reading through 
your website and a book chapter on Template Analysis, I did not find any 
recommendations on a suitable number of participants for TA, and I was 
wondering if you could give me some guidance. Considering that I intend 
to adopt a rather phenomenological counselling psychology stance in my 
research, I was wondering whether 5 participants would be acceptable for 
a TA study. If not, what is the lowest number of participants I could 
use?
Your time and help is very much appreciated and I look forward to 
hearing from you.
Best wishes
Ioanna Petropoulou
From: Nigel King [n.king@hud.ac.uk]
Sent : 28 April 2010 22:45
To: Petropoulou I Miss (PG/R - Psychology)
Subject : RE: Template Analysis Query
Hi Ioanna
Thanks for your message - sounds an interesting project! I'm purposely 
cautious about giving numbers as I think people shoud always use the 
technique in a way that fits their own study. I have used it in a paper 
based on autobiographical material (i.e. n=l) and while I recognise that 
is an unusual instance, I don't think in principal 5 is too few. What I 
think you would need to do is justify the use of TA rather than 
something like IPA. Grounds for preferring TA might be if you are 
perhaps more interested in cross-case comparisons within the sample, 
rather than principally a set of individual cases. On practical grounds, 
the flexibility of TA in terms of levels of coding might be a reason for
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your choice. Finally, TA is useful if there are some specific 
theoretical or practice issues you know in advance you may want to pay 
attention to. I feel that that is acceptable in a study rooted in the 
more interpretive kind of phenomenology - so long as any a priori themes 
are used in a very tentative manner.
Hope that is useful - please feel free to come back to me.
Cheers
Nigel
On 29/04/2010 09:50, "I.Petropoulou@surrey.ac.uk" 
<1.Petropoulou@surrey.ac.uk> wrote :
Dear Nigel
Thank you for your reply. The information that you gave me have been 
have helped me a lot.
The reason I chose TA for this study is because I had thought in advance 
of some specific practice issues that I wanted to pay attention too. 
These issues stem mainly from my previous research project which was 
looking at clients' experiences of drama techniques (rather than 
therapists' experiences which I am investigating in the current 
project). So I thought that TA would be suitable because it would allow 
me to use those conclusions from my previous project.
All the best 
Ioanna
From: Nigel King [n.king@hud.ac.uk]
Sent : 29 April 2010 13:55
To: Petropoulou I Miss (PG/R - Psychology)
Subject : Re: Template Analysis Query
Hi Ioanna
Sounds like you have a good rationale for your choice of method. 
Good luck with your research !
Nigel
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Appendix D 
Letter to participants
Dear Sir or Madam,
I am a Trainee Counselling Psychologist in my final year of training at the PsychD in 
Counselling and Psychotherapeutic Psychology, University of Surrey. As part of my 
doctoral thesis, I am conducting a qualitative research which explores therapists’ 
experience of the use of dram a and role-play techniques in their work with clients. 
This would include any technique that requires some intentional pretence from the 
participants. Examples of such techniques are role-playing, the empty/ two - chair 
technique, therapeutic enactments, the living sculpture, systemic constellations, the 
internalized other interview, and so on.
Your participation would involve a one hour audio-recorded semi-structured interview, at 
a time and place of your convenience. You will have the right to withdraw from the study 
at any time in case you change your mind about participating. Interviews will be 
transcribed verbatim and all identifying details will be excluded for the purposes of 
confidentiality. All data will be explored using Template Analysis and will be treated in 
accordance with the 1998 Data Protection Act. This research is being supervised by Dr 
Riccardo Draghi-Lorenz.
By participating in this research, you will be contributing to an effort to gather more 
detailed and in-depth information about the utility of drama and role-play techniques in 
therapy. The interview process will also offer you the opportunity to reflect on your own 
practice and the use of those techniques in your work with clients. If you are interested in 
taking part or if you are unsure as to whether you fit the study’s criteria, please contact
me o n .............................. or em ail...............................
Thank you for taking time with this research.
Yours Sincerely,
Ioanna Petropoulou
Lead Researcher, Trainee Counselling Psychologist 
Telephone no:
E-mail:
Under the supervision of 
Dr. Riccardo Draghi-Lorenz 
Counselling Psychologist
Director of PsychD in Counselling Psychology, University of Surrey 
Email:
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Appendix E
Information Sheet for Participants
Therapists’ experiences of using drama and role-play 
techniques in their work with clients
You are being invited to take part in a research study. Before you decide whether or 
not to take part it is important for you to understand why the research is being done and 
what it will involve. Please take time to read the following information and ask us if 
anything is not clear or you would like more information.
W hat is this research about?
The aim of this research is to find out more about your past experiences of the use of 
drama and role-play techniques in your work with clients. The information that you are 
able to provide is invaluable in helping us better understand how therapist can make use 
of drama and role-play in therapy in their work and to inform other psychotherapists in 
order to improve future services provided.
W hat will ï  have to do if I take part?
If you volunteer for the study you will be asked to attend an interview lasting 
approximately an hour to explore your experiences of therapy. This will be conducted by 
Ioanna Petropoulou, lead researcher, and can be arranged at a place and time of your 
convenience. You will be asked if the interview can be tape-recorded so it can later be 
accurately transcribed.
Do I have to take part?
You are in no way obliged to take part in this research. Your decision whether or not to 
take part will not affect you in any way. Even if you agree to take part you are free to 
change your mind at any stage during the research.
W hat will happen to the information that we provide?
The information provided will be treated entirely confidentially within the research team 
(please see below). No information you provide will be shared with your clients unless 
you were to mention something that caused concern regarding your safety or anyone
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else’s. The audio-tape and transcript of your interview will be kept secure and will only 
be used for research purposes. Information that is used in the final report of this research 
will be anonymised, so that people involved cannot be identified.
What to do next?
Think about whether you would like to take part in this study. Once you have decided 
please telephone or e-mail Ioanna Petropoulou, lead researcher (please see below for 
contact information). Please leave a message to say you are interested in taking part with 
your name and contact information. You will then be contacted to arrange an appointment 
at your convenience and written confirmation shall be sent. If you would like to discuss 
any aspects of this research further before making a decision, please contact Ioanna 
Petropoulou, lead researcher, as below.
Many thanks for taking time to read and consider this information.
Ioanna Petropoulou
Lead Researcher, Trainee Counselling Psychologist 
Tel:
E-mail:
Under the supervision of 
Dr. Riccardo Draghi-Lorenz 
Counselling Psychologist
Director of PsychD in Counselling Psychology, University of Surrey
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Appendix F
Title of project:
Therapists’ experiences of using drama and role-play techniques in their work with clients 
Name of lead researcher:
Ioanna Petropoulou, Trainee Counselling Psychologist
Name of supervisor: Dr. Riccardo Draghi-Lorenz, Counselling Psychologist, Director of PsychD in 
Counselling Psychology, University of Surrey
RESEARCH CONSENT FORM
Please initial each box
6. I confirm that I have read and understood the information sheet previously sent to 
me for the above study and have had an opportunity to ask questions. | |
7. I understand that my participation in the study is voluntary and that I am free to 
withdraw at any time without giving reason and without my medical care or legal 
rights being affected. | |
8. I understand that all information gathered will remain confidential but will be 
included in an anonymised form in a written report. The only exception to 
confidentiality is where serious concerns are raised during the interview.
I am aware that the interview involved in this research will be audio-taped and 
transcribed for research purposes only and shall be kept confidential. I I
10.1 agree to take part in the above project.
Name of participant: 
Date:
Signature:
Name of researcher:
Date:
Signature:
Thank you for completing this form.
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APPENDIX G
Background Information Sheet
1. Are you? Male / Female
2. How old are you? [ ] years
3. How would you describe your marital status? 
Single
In a relationship 
Married
Living together with partner 
Divorced / Separated
4. What is your highest education qualification?
None
High school graduate
A-levels
Diploma
Degree
Postgraduate degree / diploma
5. How would you describe your ethnic origin?
Choose one section from (a) to (e) and then please tick the appropriate category to 
indicate your ethnic background.
(a) White 
British 
Irish
Any other White background, please write in below
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(b) Mixed
White and Black Caribbean 
White and Black African 
White and Asian
Any other Mixed background, please write in below
(c) Asian or Asian British 
Indian 
Pakistani 
Bangladeshi
Any other Asian background, please write in below
(d) Black or Black British 
Caribbean 
African
Any other Black background, please write in below
(e) Chinese or Other ethnic group 
Chinese
Any other, please write below
6. How long have you been using drama techniques in your work? [
■ How would you describe your therapeutic orientation?
Thank you for completing this questionnaire.
] years
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APPENDIX H
Example of transcript
I: Thank for agreeing to take part.
K: My pleasure.
I: As you have already read in the letter, I am interested to know more about your 
experience on using enactment techniques in your work with clients, basically anything 
that involves the client being in a role, enacting. So if you can start by telling me anything 
you think is important about your experience of using those techniques, and then I will go 
on into asking more specific questions.
K: Because of my background in systemic therapy, I suppose the main technique I use is 
the internalised other interviewing, but I also do some work... I am role playing, for 
example I might ask the client to re-enact something that they brought and I am on the 
receiving end. So I remember working with a young man and one of the main issues that 
he brought was about meeting people, making friends and there was something around 
eye contact, so I asked him to... we role played a situation where he is in a social context 
and we worked a lot on the eye contact, so I asked him to try to talk to me and look at me 
at the same time and we looked at how long he could do that for or what were the things 
that would make him stop looking, or that the things that helped him keep eye contact, but 
it was a re-enactment of situations that had happened at the time, and it was especially 
with women, so I used myself as a woman... So I’ve done things like that, which is not 
the internalised other and I’ve used those particularly with young adults and I’m also 
using some techniques with children in terms of role-playing with children through using 
puppets, but that also involves the family, so the adults also talking through the 
puppets.... I’m trying to think whether I’ve used the empty chair.... I’ve had it done 
when I was in therapy and I think I’ve used it maybe not in the original way, but I’ve had 
situations where I would pretend that another person is in the room with us and ask the 
client “so if he was sitting there, what would they be saying. So it’s not, you know, 
enactment and role-play but mostly to bring another person in the room and help the 
client think that it’s a more realistic situation, but it’s not the actual empty chair in terms 
of the traditional technique.
I: Can you tell me what you mean when you say the traditional technique and how id it 
different from the way you use it?
K: Well, I guess with the traditional technique, you might ask them to talk to the chair as 
if there was someone there. With me it’s more about pointing or with the body language 
trying to put the client in a space where they actually think that there is someone or the 
voice of someone is in the room not necessarily to talk to the chair. I guess it’s more in
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terms of a gesture really, so showing at the chair and then asking them "if so and s was 
sitting there what would they say, or what would they think about what you said” and 
then ask them to think about that, but not necessarily talk to them as if they were there. 
What else? An adult I’m working with at the moment needs to make a disclosure to her 
children so I’ve asked her to role-play that with me so as to think of some ideas about 
how she can do this, or some of the questions that the children might ask her. So what we 
are planning to do is to change half way, so for her to be the mother and make the 
disclosure and me to be the child, and then to change and me replying to her as if she was 
the child, so for her to think of some question that the child might be asking.
I: So asking her to be in both roles.
K: Yes. And it’s going to be a four way conversation because it’s going to be me, the 
foster carer and my colleague and we will be doing this altogether. I suppose you can be 
very playful with these kinds of techniques. I guess I would use the internalised other 
interview in the more traditional sense, but I think in general with role-playing you can be 
quite playful with it, and I have found it quite helpful, and I have also found people’s 
reactions quite interesting.
I: That was one of my questions actually. How do people usually react when you suggest 
doing something like that?
K: Well, I think from the young adults I’ve been working with I think, and from some 
feedback I got from them, that was the most interesting part of the session for them. And I 
suppose with that client group, they were probably a bit more playful and more creative, 
they were all students and open to playing with different ideas, hmm, and even with older 
adults... I think maybe at the beginning it’s a bit difficult for them to get into it and I 
think for example with the internalised other interview, you need to be very consistent 
with them, for example use the name of the person or the thing they are talking as, just to 
keep them focused on that, to keep them in the role. But once they get into it, I think, and 
when you ask for feedback people have said things like it was enlightening, or it gave 
them a different insight, ermm, or that they’ve never thought about that in that way, so it 
was like they’d discovered something new or something different, ermm, I’ve hardly even 
had negative feedback. You know, some people find it harder than others to get into it but 
in most case people have found it quite helpful and found a different way to talk about 
things, or the issues or the stories that they’ve talked about before in certain ways, and I 
suppose, you know, again, with the internalised other, it fits very well with the systemic 
ideas about thinking about things from different perspectives, and bringing other people’s 
voices in, so maybe that’s why it might work so well, because it fits with the general 
ideas around the work you might do with someone.
I: So are you saying that it might work better if it’s part of the specific way you are 
working?
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K: I think in my practice anyway, I think it fits very well. I don’t know of I was working 
in a different way and I suddenly decided to use something like that, whether it would fit 
so well. And in terms of me doing it, whether I would feel uncomfortable doing it, you 
know that’s not how I’m thinking or I’m practising or perhaps the person not being 
prepared for an intervention like that. Like for example with systemic, you would often 
ask circular questions about what other people would think. So when you do the 
internalised other interview, you’ve already kind of prepared the context, because you’ve 
already started thinking with them about other people’s views and then you move on to 
asking them "if you were that person, what would you actually say”, so in that way it fits 
with what I’m already doing with them in our work, so that’s why I’m thinking that 
perhaps, if you’re already working in a way that fits with these kind of techniques, it 
might be easier for the client to get into that process and perhaps it’s like a progression 
from thinking about other people’s perspectives and then acting them out in a way and 
talking from that position where I suppose then you also have a different perspective 
because before you were talking about them and about their thoughts whereas now you 
are talking as if you are them, so that becomes part of you I suppose. And I think in 
general, even other kinds of role-playing it kind of fits with the systemic ideas cause 
again in any role-play situation, you would be asked to take on a different position, hmm, 
which is one of the theories in systemic therapy about how we can be acting from 
different positions in our lives.
I: Can you tell me what you mean when you say different position?
K: Well, I think in other theories it would be a bit different roles, social roles, like being a 
mother, a daughter, an employee or whatever, I think within systemic theory that is called 
position. The difference is it is about identity or self, so you might have a different 
identity or self.
I: And that you moved from one to the other whereas role is more fixed.
K: Yeah, yeah and then there is an idea about how your position affects the other person’s 
position. So I guess with role playing it fits with that idea that you can be in different 
positions and you can move between positions and you can act into other people’s 
positions. So there is a fit there, a match, and for me, maybe that’s why people find it 
helpful, or maybe that’s why I feel more comfortable using them than I would if I was 
practising on a different way.
I: You said something very interesting and I am not sure if I remember well, but it 
something about that to role-play something is different from talking about it, and I was 
wondering if you could tell me how it is different, you said it’s like a progression?
K: When you ask for example somebody a circular question, so "if so and so was here 
what would they say?” I find that sometimes people might not know the answer or might 
find this very difficult to think, but when you invite them to actually think what they 
know about this person and what they carry inside them from this person, because again
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another idea is that we carry other people’s voices inside us, so when you ask and invite 
them to think from that position and to talk as if they were that person, even if you don’t 
ask them to necessarily change their voice or... but to talk from that position, from the 
knowledge they have of that other person, I think that that changes the focus, they have to 
look within them to find that other person’s voice or influence and then I have found that 
they are more forthcoming with things and ideas and they really get into that role-play or 
enacting and sometimes I call them with the name of the other person and sometimes they 
get into this discussion from that position and I have found that this is much more 
powerful because when you ask them to come back into the room as themselves, they 
make comments like “oh, I never realised that I thought like that or I am actually 
surprised that I said that, that this was there”. I don’t know, for me there is something 
about the focus and although you internalise it, it is still about someone else. I suppose 
it’s a complicated concept, but it works and I’ve seen people when they ‘come back’, I 
mean they are always there, but you know... there is always something surprising or 
something that really stood out for them, or something they really connected to, some 
new knowledge. I remember, I was working with a girl in her early twenties and there 
was an issue with her sister, their relationship was very difficult and because I asked a lot 
of circular questions, you know, about “what would your sister think about that” and so 
on, and we would get somewhere and then she would be like “oh, I’m not sure, I don’t 
know, she is probably not interested, se wouldn’t care”, so then we were really stuck, and 
I thought we need to try something else, so I did the internalised other interview. And at 
the beginning it was very difficult for her, she was laughing and I would call her with her 
sister’s name and say things like “oh, thanks for coming, and I’m glad that your sister 
invited you” and I would call her with her sister’s name, and once she was in there she 
was able to answer all the questions that she couldn’t answer before when I was saying 
“what would your sister say if she was here”, but when I asked her directly things came 
out, and then in the end she said “oh, my god, I never thought I knew so much about what 
my sister thinks about me. I remember it very vividly because it was my best internalised 
other interview and also there was something very helpful in it, things like “oh, I never 
thought before that my sister was so appreciative of something I said and I never thought 
my sister paid attention to that. So for me that was very different comparing to the 
conversations that we had before and how difficult this relationship was portrayed felt in 
those conversations and how she was stuck in thinking that her sister was not appreciative 
of her or didn’t like her and that all seem to change just through that interview because 
she was able to position herself differently and talk from her sister’s position. So I think 
there are responses like that which make me think that there is something different 
happening. And there is some sort of new awareness or insight...
I: So you are saying in a way that when she talked about her sister she was not able to 
reach that knowledge, whereas when she enacted her sister she was able to reach that 
knowledge, to come into contact with how her sister was. So I was wondering could you 
pin it down, what was it that made it possible for her to reach that knowledge through 
role-play, that she wasn’t possible to do through talking about it?
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K: I suppose it’s the invitation to really get into that position, so it stops being just a 
cognitive thing, where you are asked to think about someone else’s thoughts or feelings 
or ideas, because then they become part of you, you have to try and feel like them or talk 
from their mind in a way because you are trying to enter their mind, or you try to bring 
out the things that you think they are thinking, but in a more personal, internal way, I 
suppose. So I think it’s that focus on “ok, let me just try to feel or think as they feel or 
think”. I mean, I’ve seen it happening a lot with parents when you ask them to talk from 
their children’s position; and again you don’t necessarily ask them to act like children, but 
you ask them to place themselves in the position of their eight year old child. One thing 
I’ve seen from another therapist doing some work with a father who was physically 
abusing his wife and his daughter and at a later stage in the work he did the internalised 
other interviewing with the father asking him to talk from the position of his daughter, 
and before, in the work, there was some progress, but there were still a lot about him as a 
perpetrator, and when they did that, I mean the things that were coming out as he was 
talking as if he was the daughter, he was saying things so meaningful and for he was 
starting to have such an understanding of how his daughter was feeling towards him that- 
I think he said it at the end of the session- he never had before. Like he could see that 
obviously what he was doing is wrong, but he hadn’t had that insight, that this is a girl 
who is scared just by seeing her father. Or he said that as he was sitting there talking, he 
was feeling smaller and smaller and he could see the therapist becoming bigger and 
bigger and he was imagining how he himself looked to his daughter. So for me that’s a so 
significant moment in therapy. You know, you can have ten sessions and then do 
something like that and double the progress, just by having one conversation like that. 
Because then people have a very different insight, a very different awareness. I mean you 
can’t always use it. It depends on the stage of the therapy, it depends on the relationship, 
because it can become very traumatic for people as well I think, to do something like that 
when they are not ready. When you do it at a stage when the clients are ready I think it 
makes such a difference and progress in your work. And also I think we use it a lot in 
couples therapy, when one member of the couple is doing the internalized interviewing 
while the other is observing them, which again is also very powerful, and it is even more 
interesting to see the reactions of the person to the other who is enacting. Cause you will 
hear a lot of them saying “oh I never realised that he knew what I was thinking,” or “that 
he knew me so well”, or some other time the opposite, that, you know, “actually that’s not 
what I’m thinking and it’s good to observe that and to talk about it that it is very helpful 
in couples therapy.
I: You’ mentioned some difficulties and I was wondering if you could tell me a bit more 
about that. What were those difficulties?
K: I think some people find it difficult to get into the role-play, and a) I think it depends 
on how you present it to them and I always like to present it in a playful way, you know, 
let’s try something different, but some people, you know, are more playful and creative 
and some others aren’t, some people like trying different things, others don’t like doing 
different things. So for me that’s one thing that you need to negotiate with them if they 
feel up to doing something different or they would be interested in that... and I think with
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adults because that’s not necessarily their expectation, you know, a lot of adults come 
thinking that we are going to talk, so again it’s about how you present it and how you 
negotiate with them doing something like that... and then when it starts, people tend to... 
it’s not clear sometimes whether they are talking as themselves or as the other person, you 
know they will mix them up sometimes, so you need to be very persistent with bringing 
them back to the enactment or the role-play and there are strategies with it and sometimes 
you might see that it’s not working for them, at this point it’s better to stop it, because it 
can be confusing, insisting on something that’s not working for them. I think with 
situations like abuse or violence, I think it can be... I think it’s important to find the right 
time because for some people it might be too early to go into that place, it might be very 
difficult, or emotionally it might be very unsettling. So I suppose in that situation I would 
be very cautious and again I would negotiate with them how we would do it and whether 
it would be helpful and not harmful. Because, I think for some people it can be very 
traumatising, you know, recognising the abuse or what they might have inflicted on other 
people... I am not saying it will never happen, but for some people it might be too early. 
Or in couples, if there is domestic violence, it might be painful for both of them, you 
know, for the person witnessing it and for the person experiencing it and if they are not at 
a stage where they have worked a little bit on the violence, the anger, the guilt, or any 
feelings surrounding it, it might feel very raw, or people might not know what to do with 
the feeling that are coming out. Or people might say their own things, like if you were 
about to interview a perpetrator for example about his partner’s feelings and thoughts, I 
think he might come up with very ‘wrong’ things, like a lot of blaming for her or her part 
in the violence... So that might be a risky situation, because perhaps you are reinforcing 
some of the ideas around the violence. So in these situations I would say, you just need to 
be very mindful of when you choose to do it and how you choose to do it.
I: So if I understand well, you are saying that one danger is that it might be too 
overwhelming and the other thing is that might not be overwhelming at all in terms of... 
that they really can’t get into the role of the other person, and you are saying that in a 
way, they need to have some self-awareness first in order to be able to connect with the 
other person inside them?
K: Yeah, I think that’s one way. I think there needs to be... or you have to work with 
them on to level of awareness prior to doing something like that. Because as you say, 
there could be nothing there, or as you say, they might be unable to connect, or there 
might be things that are very painful that are painful, or overwhelming... or in couple 
situations, because you need to be mindful of both people and if a perpetrator would be 
talking as the partner saying “well, it’s my fault, cause I do this and this”, then obviously 
that might not be very appropriate or helpful for the partner, or it might reinforce the idea 
that it’s their fault, and obviously, you don’t want that to be the result of the intervention. 
So, yeah, I think there are challenges around these techniques that we need to be mindful 
as therapists when we are using them. And of course, you might have situations when, 
you are working with people with learning difficulties and how you then explain some of 
those processes. Or using it with people with schizophrenia when the voices or 
hallucinations are active... So you might use something between externalisation and
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internalised other interviewing in terms of bringing the voices in the room, which I think 
can be very helpful, but obviously, if you do it at the wrong time, or if you don’t do it 
very carefully, again there might be the challenge of making these voices very realistic or 
have more power than is helpful with the individual. So for me there would be challenges 
there as well in terms of how you use them with certain groups of clients.
I: Are there any difficulties that you have come across in your work while trying to use 
them?
K: I think the main one had been getting them into the process and staying with the 
process. When I was working in another context with people with mental health 
difficulties, I remember that I was more mindful about using those techniques with that 
group of clients than in my other practices with other client groups. Only because I kept 
thinking, you know, there is a risk, and I’m not sure what they might be experiencing at 
the moment, you know, if they had a recent episode...
I: Are you talking about a specific mental health difficulty?
K: Yes, it was schizophrenia or psychotic episodes, and there I found my self being very- 
very mindful and not doing it perhaps as often as I might do it with other clients. I 
remember using it with one client who had an incident with a psychotic episode, and at 
the time when I was seeing her she was doing well and it was much more controlled. And 
we did it, and it was helpful, and I think..., and she liked it, but there were moments were 
I wasn’t sure, and that maybe had to do with my experience and my skills I suppose... but 
I wasn’t sure if we were tapping into something that could be unhelpful, in terms of 
making the voices and the hallucinations or the thoughts she had before, whether the we 
were bringing them out and making them more powerful again, or giving them new 
meaning and whether that was helpful, a positive experience for her, or whether that was 
making her go back to places were she wasn’t very safe or she wasn’t very certain. I mean 
I didn’t really reach that point, but I remember that thought for me being very-very 
prominent.
I: So it was more your worry than a reality... well, I mean there was a potential danger...
K: Yes, yes, obviously I felt I was more ‘controlled’ in terms of how far I would go with 
the interviewing, so I suppose I decided to do it up to a point and not continue with it, 
because I was uncertain about how helpful I was being and where it would have led. 
Maybe with another client I would have continued or maybe I would have done it more 
differently, or stayed with it a bit more, but I guess with her I decided to stop at a point 
were I felt it was comfortable, that it wouldn’t go somewhere I don’t want it to go and 
that I don’t feel it might be very safe for her to go. So I haven’t had an experience where 
it went terrible wrong or that people have said that it was unhelpful, but I guess there 
were a couple of situations were I could see potentially this kind of intervention possibly 
unhelpful.
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I: So it sounds like you mentioned several factors in relation to the challenges. So one you 
said it is the therapist and how you present it or knowing were to stop and then you 
mentioned the client, you know, how playful the client is, or what are the clients mental 
health difficulties.. So some of it lies on the therapist and some of it lies on the client... In 
general, I wanted to ask, you as a therapist, at times when it felt difficult, would you do 
something to overcome difficulties or confusion or resistance, or would you just leave it 
like that?
K: No, I would always check with the client - even while we were in the process of doing 
it -  if I felt that it wasn’t for them or that they were becoming very unsettled or 
uncomfortable or even perhaps if I was feeling that it was becoming very uncomfortable I 
would check with them how it was going and is it the right thing to continue...
I: When you say uncomfortable, in what terms?
K: If somebody is finding it very difficult to stay with it and they might be going in and 
out or they might become very emotional, I mean up to a point you expect that to happen 
anyway, but if it was emotional in a very unsettling way, then I would check, “is that all 
right?”, “can we continue?”. So yeah, in any case I would check with them or if I felt 
similarly I would be transparent about that and say “I wanted to check if this is al right for 
you, or that I can see that maybe you’re in and out of it and I’m wondering if it’s because 
this is not working or if you haven’t done it before or if because it’s very different, so I 
would check with them, basically if they want to continue really and I suppose I would do 
that with anything, even with any kind of questioning. And even if there wasn’t difficulty 
I usually check with people when I’m doing something it it’s working for them. So it 
wouldn’t be very different from the way I usually practice I suppose. And it’s only fair to 
them, cause as an intervention, that’s something that the therapist is bringing as one of the 
tools, the different ways of working, so I guess the responsibility is with both, but I guess 
it’s something that you are bringing. So I suppose it’s something you are thinking with a 
client about where it’s taking them or where, how it’s working, what are they getting out 
of it. I mean I wouldn’t necessarily use it all the time with a client just because it worked 
the first time. I think it’s one of those things that you kind of use it for a reason, at the 
point were you think, it’s going to appropriate and relevant and helpful but it’s not like I 
would say “oh we did that last time, it really worked, let’s try it again”. Ermm, so it’s not 
necessarily an every day practice for me, it’s just something that you see if it fits or not. 
So I guess there is a process as a therapist were you decided whether it’s useful or not to 
use this kind of intervention. And now I am thinking about the process. How do I decide 
when it’s appropriate?
I: Well actually that was one of my questions. Cause you know, it is a tool but as you say, 
you don’t use it all the time...
K: I think for me it’s been really helpful when I’m stuck, especially when I’m stuck with 
making a connection between a client and how they might think other people view them 
or understand them, so then I use it as a way of moving forward with this conversation
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and I’ve also used it with emotions, so I might ask them to talk from the position of anger 
and I will interview anger with them. So that’s a way of talking about emotions which I 
have found really helpful, cause again it’s different to ask them about their anger and any 
emotion and different to situate the anger in a chair and ask them to talk to the anger. So I 
think working with emotions sometimes it has been really helpful to tell them to do it that 
way. And again if I find that it has helped me to make these connections with these 
emotions and where they come from and why they are there and what is the purpose of 
anger in their life... So that has been actually another way that it has helped me and it’s 
been a good tool to have.
I: When you say it has helped you, you mean as a therapist right?
K: Yes, a good tool to get people thinking about their feelings and their emotions in 
different ways than maybe they would usually talk about their feelings or perhaps if they 
are using unhelpful ways of expressing those emotions, or they have stories where the 
unwanted emotions are so intense, so for example there is a story about anger or anything 
really, even sadness or depression... I mean that also taps into narrative therapy, so it 
becomes a combination of different ideas and different techniques, cause then you would 
use a lot a externalising along with doing the internalised interview, so I suppose that is 
another way, or another decision to use these kinds of tools. So I find I use it with people 
who as I said are more playful, so with certain clients I would more inclined...
I: It matches their style more...
K: Yeah...
I: One, last question: How would you describe the role of the therapist during enactments. 
Why is the therapist there for?
K: I suppose in a way, some of it you would use very similar questions or interviewing 
techniques but you would be doing it from a different position. So you would still have 
similar therapeutic conversations but you would position your clients differently, so 
maybe that wouldn’t change very much my role. I had situations where I become part of 
the role-play or the enactment or the process, because I am role-playing or acting 
differently. Like with the work I described with this young man when we had to re-enact 
a social situation and do the eye contact, I was role-playing with him in a sense, so maybe 
that changes how I am in this process, although I am still the therapist, so I show other 
sides of me, or I have to position myself differently and act differently. Ermm, there is 
also something facilitative, in that you facilitate the client’s ermmm... these connections I 
was talking about before and how people make these connections... you are there to 
orchestrate them in a different way, especially if you have couples for example and you 
are asking them to take different positions, so put one in the observer’s position, so it’s a 
bit like facilitating that conversation in a slightly different way. Again you still have the 
role of the therapist but it is different from how you would interview them for your 
sessions. So there is a bit about facilitating and enabling people to make connections in
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different ways so there might be a situation where you become part of the process or the 
situation or the enactment, or this thing that I am planning to do with this mother that will 
require from me to also change positions and be in the position of her and the position of 
the children, which is a bit of an assimilating process because it is a little bit of what she 
will be asked to do. I don’t know what’s the best way to describe that as a role. I think it’s 
still therapeutic, but it’s moving between different positions and also being more playful 
than in other conversations... yeah, maybe playful is a good word for these kind of 
situations, or transparent but in a different way... Cause you know, when I will role-play 
the children of herself, I will be opening up, especially when I will be role-playing her, I 
am obviously giving her a sight of what I think of her, or what I think she might be 
thinking or feeling or expressing... So that to me has a sense of transparency in your 
work and the client sees or understands how you might be processing things or how you 
might be understanding them; which again in systemic practice we are invited to be 
transparent about a lot of our processes, so it’s not extremely different to how you would 
be in that therapeutic relationship, it’s just a different side of it. And you are slightly 
different in your interviewing. So for example when I do the internalised other, or I 
interview them as feelings and I say, “hello anger, how are you today?” or whatever, there 
is something that’s different about how you do the conversation, because I also need to be 
again playful or kind of get into that role in a way, when I am interviewing anger, 
although it’s from the other side... so yeah, I suppose you do get into a slightly different 
role but I don’t know what I would call it.
I: How do you think clients see that, when you are in a different position and you are 
playing anger, or interviewing anger, or participating in the role-play?
K: Well, I am probably a bit biased cause I like this way of working and so I think “oh 
I’m sure they like it”, but I think clients like seeing therapists doing some of the things 
that they are asking them to do. So I suppose when you are asking somebody to role-play 
or to do something like that, you are asking them in a sense to be more vulnerable, 
because they are opening up and they have to give a different side of them. So with you 
doing something similar, it makes the relationship be a bit more similar or it makes you a 
bit more equal or maybe it makes the power difference a bit less and I think clients 
appreciate that and they find it helpful and they even relate to you in a different way and 
maybe they relate to you in a more human way, or maybe in a more equal way.
I: So it has an impact on the relationship as well.
K: Yes, it does, cause with other approaches there is a different level, and that difference 
never closes or never gets any closer; while when you do things like that, they see a 
different side, or they see you as willing to follow them in what they are trying to do, in 
what you asking them to do. It’s not just a one way thing. It puts you into a more of a two 
way process... like when we were doing the eye contact. I mean I don’t know if I would 
have done it if I was in the position of the therapist who would not allow herself to show 
anything because I had to do the eye contact, I had to ‘play’ with him, in terms of getting 
him to do different things; and you know, that might feel a bit uncomfortable for both,
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because you might be used to a different setting or a different relationship, but I think that 
is the good thing about therapy, that you can do that and you can play with it and then you 
relate to them differently and they relate to you differently. It creates more space I think. 
Things don’t have to be rigid for me and I think by using those kind of techniques you 
become a bit more flexible. So I think it does have an impact on the therapeutic 
relationship and how people experience therapy in general, as something more of a two 
way process rather than something that is imposed on them where they are the ones who 
have to act and show things all the time.
I: Great. So before we finish, is there anything you would like to add that you haven’t 
talked about until now and you think it is important about your experience of using those 
techniques in your work?
K: No, not really. I think that’s all.
I: Ok, well thank you very much.
K: Thank you.
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APPENDIX I
Personal Reflection
When I first joined this course I felt excited about the idea that I could combine my 
interest in theatre with my therapeutic work and to explore how these two come together. 
What was it about my theatre experience that felt so ‘therapeutic’? Could this be 
something that I could use in my own work with clients? With these questions in mind I 
decided to research the use of drama and role-play techniques within psychotherapeutic 
practice.
My excitement grew bigger from last year’s research project and especially while 
interviewing clients and fellow trainees about their personal experiences of therapy. 
Although I had read about the relevant theory and previous research, it was only until 
analysing my own data that I felt I had gained an insider’s view of how it felt for clients 
to role-play something in the therapy room. Hearing how powerful this experience had 
been for my fellow trainees and the impact that this had on their lives, I must admit I felt 
a bit jealous of their experiences. I then started having doubts about my own therapy, and 
considered changing to a therapist who makes use of those techniques. However, the 
therapeutic relationship was so strong that it felt much more important than any 
technique. On discussing my thoughts with my therapist, it became evident that my 
concerns had more to do with my own resistance at the time and therefore my hesitation 
to use the therapy with or without techniques. This reinforced the relationship even more 
and my decision to continue seeing the same therapist.
My personal experience of the importance of the therapeutic relationship over any 
techniques has been confirmed by my current research project as the therapeutic 
relationship became a theme that cut across all the categories of my analysis. Moreover, 
my engagement in research this year also gave me a different perspective of my own
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work with clients. Again, hearing therapists talk about the powerful impact that these 
techniques had on their work, I felt once more excited and started considering of using 
role-plays in my own work as a therapist. This also seemed to fit with the CBT training 
that I was practicing during this year, in that I could use role plays as behavioural 
experiments.
Learning about all the possible difficulties that may come up, made me feel more 
confident about taking the risk of using them. In a way, now I was informed better. I 
knew what to expect and I had in mind various ways of dealing with difficulties that my 
participants suggested. However, I also kept in mind that “not all techniques are for 
everyone” as pointed out by one of my participants, and I was able to empathise with 
some of my clients’ hesitation to engage in such interventions. Furthermore, I kept in 
mind the complexities related to the use of the techniques. Reaching the end of my 
training in the course, and being in the process of thinking about the future, I started to 
consider that maybe I could pursue some further training specifically focused on the 
implementation of drama techniques. In general, being influenced by my research project, 
I started being more creative and playful in my therapeutic work.
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